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July 27, 2005

Comments to the Childhood Lead Poisoning Prevention and Control
Commission

Chair. Honorable Kimberlydawh Wisdom, MD
Michigan Surgeon General

On behalf of the Honorable Kwame M. Kilpatrick and Dr. Noble
Maseru, Health Officer of the city of Detroit, the following comments
-are given to this body for consideration. The Detroit Department of
Health & Wellness Promotion (DHWP) believes that all children
should be tested for the presence of lead in their blood before the age
of six. DHWP is committed to the elimination a truly preventable
disease in the city of Detroit. The DHWP Childhood Lead Poisoning
Prevention and Control Program has worked diligently to bring
community, local, and state organizations together to collectively
develop a plan to address the problem of childhood lead poisoning in
the city. The mission of the Childhood Lead Poisoning Prevention &
Control Program is the prevention of childhood lead poisoning,
identification and treatment of lead burdened children, and facilitation
of reducing environmental lead hazards in the home. We are
steadfast in our resolve to complete the workplan of our citywide
Strategic Lead Elimination Plan. This is our guide to move the city
toward the goal of eliminating childhood lead poisoning by the year
2010. The Mayor of the city of Detroit, fully supports this plan.

IDHWP is proud of the progress and initiatives made thus far in
addressing the childhood lead poisoning. DHWP has:

- Implemented a universal testing policy of all children under
six years of age,



- Implemented comprehensive case management protocols
that include home visits, lead inspections, and risk
assessments,

- Maintained our surveillance system for data accuracy,

- Distributed educational materials and provided presentations

- to community groups and professionals,

- Developed a primary prevention program for pregnant
women and families without lead-poisoned children, and

- Established a HEPA vacuum loan program for Detroit
residents.

DHWP recently forwarded language to the Council of the city of
Detroit for an ordinance on testing children before entering school.
DHWP notes that while this is important, it is much too late for
reducing overall damage to children with elevated blood lead levels.
Because the risk of lead exposure and rates of lead poisoning are so
high in the City of Detroit, by the time children even enter nursery
school, they may already have suffered irreparable and irreversible
brain damage. The U.S. Centers for Disease Control and Prevention
(CDC) and the American Academy of Pediatrics highly recommend
that children have a blood lead test at ages 6 months, 1and 2 years.
Therefore, current DHWP "annual testing policy” for Detroit kids
younger than 6 years old still makes the most sense, from a lead
poisoning diagnosis, treatment, and prevention perspective.

- One can argue that the value of making the school aware of a child's
EARLY (and not current) blood lead level (BLL) is that the classroom
teacher can be monitoring for the learning & behavior problems that
may have resulted from lead exposure earlier in life.

Thus, blood lead tests should be done by the child's primary care
provider as part of the child's routine health care. If the provider does
not have the capacity to perform the blood lead test, then the
appropriate referral must be made to have the test done by the
Detroit Department of Health and Wellness Promotion. If the child
does not have a physician or does not have medical insurance, the
test can be done by the Department of Health and Wellness
Promotion through the Detroit Childhood Lead Poisoning Prevention
Program.



In the July, 2005 MDCH Medicaid Lead Testing report, 2 year old
children tested on or before their 2nd birthday and 3 year old children
tested on or before their 3rd birthday, respectively, are as follows:

- 45% Statewide — 50% Statewide
— 60% City of Detroit — 71% City of Detroit .

Even with this impressive success, DHWP and the city of Detroit
continue to move forward. :

DRAFT LANGUAGE:

In accordance with Michigan Public Health Code Section 333.2428,
under the powers of the Department of Health & Wellness
Promotion’s health officer and mandated by the Council of the city of
Detroit:

Children living in the city of Detroit between the ages of 6
months and 6 years shall be tested for lead poisoning on an
annual basis.

Blood lead tests for children age 3 and younger shall be tested
at6, 12, 18, 24, and 36 months or at 9, 15, 24, and 36 months.

Children ages 4 through 6 years with prior blood lead levels
less than 10 micrograms per deciliter shall have an annual
assessment. :

Furthermore, the City of Detroit has a high number of old
deteriorating housing units throughout the city. Old deteriorating
housing units are the main source of lead poisoning among children
that are younger than six years of age. The use of lead-based paint
in residential housing was banned in the United States in 1978,
consequently, most of the houses built prior to 1978 contain lead-
based paint. Although houses predating 1978 pose a high risk for
exposing young children to lead, houses built prior to 1950 pose an
even greater risk, due to the higher content of lead in the paint. As
the city of Detroit reached its peak in 1950s the construction of



housing structures increased to accommodate the population growth.
As a result, more than half of the housing stock in the city was built
prior to 1978.

Pursuant to Public Acts 433 and 434 (aka, Lead Safe Housing
- Registry), this ordinance shall provide:

- mandatory “Lead Safe Work Practices” training for all
contractors and skilled tradesmen (such as painters, wood
workers, etc.) in the city;

- mandatory use of certified lead workers to do ANY repair work
in a dwelling where a child became poisoned:;

- annual surveys or visual inspections of ALL public and private
day care & nursery settings, especially those built before 1978.

Finally, DHWP is working with the Wayne County prosecutor’s office,
the State of Michigan, Centers for Disease Control & Prevention, the
US Department of Housing and Urban Development, and the US
Environmental Protection Agency in developing cases for potential
litigation in complying with applicable laws and statutes.

Respectfully Subrﬁitted:

Vincent R. Nathan, PhD, MPH

kids cops clean

1151 Taylor, Rm. 326C, Detroit, M1 48202 TEL: 313-876-4910; FAX: 313-876-0088




Michigan League for Human Services

Testimony of Ann Marston

Before the Childhood Lead Poisoning Prevention and Control
Commission

Tuesday, August 2, 2005
Lansing, MI

Good moming. My name is Ann Marston and I am the President and CEO of the Michigan
League for Human Services.

As you may know, the League is a statewide policy organization with over 1,500 organizational
and individual members from Michigan representing a wide range of interests. Our activities
include research, analysis, public education and advocacy on behalf of low-income individuals
and families. I would like to thank you for the opportunity to comment today on issues related
to childhood lead poisoning prevention in Michigan.

As advocates for low-income families, we would like to encourage the Commission to address
the issue of poverty in its deliberations. Poverty among children in Michigan jumped by 14
percent between 2000 and 2003, according to the latest national Kids Count report. Poverty
compounds the vulnerability of children to lead poisoning because they are less likely to have
regular meals rich in calcium and iron to help protect against the absorption of lead dust. These
children are also more likely to live in lead contaminated housing, usually the older minimally
maintained rental properties in our older urban and rural areas. They also depend on Medicaid to
access health care. We would urge the Commission to take a public position about current budget
proposals that would require premiums and co-pays for Medicaid-eligible families. More than
one in four children in the state depend on Medicaid for health care. Such surcharges would
curtail access to preventive care now in place to test'and treat these high-risk children. When the
- Governor’s Task Force on Childhood Lead Poisoning was meeting, these proposals to solve the
state budget shortfall by imposing such burdens on poor families in order to access care had not
been made. Rather than limiting access to health care, we encourage the Commission to improve
testing and follow-up requirements particularly for children in high-risk communities through
legislation and/or rule making.

Poverty in Michigan exists in every corner of our state. It is not just an urban problem but a rural
problem as well. A recent analysis of rural children in Michigan and the U.S. showed that 13
percent of children in Michigan’s rural areas are in poverty, compared to 14 percent statewide.
Over 100,000 children in Michigan live in a family where no parent has employment, and one of
three lives in a family where no parent works year-round full-time. These are difficult times for

1115 South Pennsylvania Avenue, Suite 202, Lansing, MI 48912-1658 « (517) 487-5436 ¥

Fax: (517) 371-4546 « Web site:hitp://www MILHS.org
A United Way Agency



- Michigan families, but the need for preventive health care and adequate nutrition is today in the
lives of children.

Another concern is the 155,000 children who live in families dependent on the cash assistance
grant, which has lost one-third of its purchasing power since 1993. Proposed legislative budgets
would lop off roughly 10 percent of the maximum grant payment, bringing it down to $409.
These same families would be expected to find the resources to pay Medicaid premiums and co-
pays. With the freeze not only in the grant level but the eligibility, the program has become
inaccessible to many working poor families. A family must be at a much lower level of poverty
in order to qualify. In 1993, the maximum FIP cash assistance level after the earned income
disregard brought a single working mother with two children up to 81 percent of the poverty
level; by 2004 it only brought the family to 61 percent of poverty income. Such policies leave
many families who are well below poverty ineligible for assistance and their children vulnerable
to hunger. Food stamps will not make up the difference as the amount is predicated on the
assumption that they will cover only two-thirds of a family food budget.

The state legislature must address the structural deficit that is compromising the ability of the
state to meet the needs of its citizens in the 21% century not by continuing to make cuts that
threaten the health and well-being of children but by exploring revenue options to replace
resources for programs that address poverty. To meet the goal of eliminating childhood lead
poisoning by 2010, the state must maintain a commitment to ensure access to preventive health
care for all children.

Michigan must look to revenue solutions to the current budget crisis. We cannot afford proposed
reductions such as the Senate’s $500,000 in the childhood lead poisoning prevention program at
the Department of Community Health (DCH) and the cuts to the Michigan Childhood
Immunization Registry (MCIR). These cuts will seriously hamper efforts to address lead
poisoning among children.

Rather than cutting the funding for the Michigan Childhood Immunization Registry (MCIR), we
encourage the Commission to initiate legislation that would integrate childhood lead testing into
the database at an estimated cost of $200,000. With the MICR, Michigan has brought its
immunization rate for one and two-year-olds from dead-last to level with the national average.

I have provided copies of a recent League analysis titled Family Needs Increase While the Safety
Net Erodes for your review. In addition I have provided copies of the recently released 2005
national Kids Count data book, which presents an overview of child well-being in Michigan in
comparison with other states in the nation.

The League believes that resources can be found to fund programs and services that contribute to
outcomes that are identified as important priorities for the State of Michigan.
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PURPOSE:
Lead-Safe Now! is a multi-agency/multi-person collaborative whose purpose is to end childhood
lead-poisoning in Muskegon County.

MISSION: ]
Our mission is to engage organizations and individuals in productive discussion, planning and
action to prevent future events of lead-poisoning.

A LEAD BURDENED CONMMUNITY:

Muskegon County is one of the 13 high risk counties as designated by the State of Michigan.
Statistically we are seeing a large concentration of children with elevated blood lead levels
(EBL's} in the cities of Muskegon and Muskegon Heights.

According to data in the City of Muskegon's 2005-2006 Action Plan, youth in Muskegon are at
high risk for lead poisoning for a number of reasons including the following:

97% of the City's housing units were built before 1979

12% of the City’s housing units are estimated in substandard condition

26% of the City’s households are below the poverty level

41% of the City’s housing units are rental with many concentrated in the inner city

According to data from the Michigan Department of Community Health:

Nearly 6%, about 1 out of 20, of the children tested in 2004 in the City of Muskegon had
EBL's that were at or above intervention fevel.

In tracking the highest risk areas that number jumps to 25%, or 1 out of every 4 children
tested had an EBL. .

ANGER AND PASSION

In speaking with community members the two emotions that seem to be the most predominant
are anger and passion.

Muskegon County's parents have voiced anger for the lack of awareness of "what exactly is lead
poisoning?” Angered, because of the lack of State funding to test more children, especially for
families that are uninsured and also angered for the insufficient amount of support services to
help them nurse their children back to better health* '

Landlords and realtors have voiced their anger because there has been a dramatic increase of
law suits in our area alleging lead poisoning from their homes and because of the high cost of
abatement.

There has also been an intense passion for change. This passion has caused parents,
grandparents, human service agencies and government entities to collaborate together to seek
out solutions. We are learning that childhood fead poisoning prevention must be tackled by the
community through a collaborative effort. No one organization can do it all and from this
understanding has emerged our present collaborative Lead-Safe NOW!



HOPE FOR THE FUTURE

Lead-Safe NOW! is encouraged by the creation of the Commission and by the State’s support of
our emerging coilaborative in Muskegon County.

The people of Muskegon County are depending on the State of Michigan to follow through in
creating & Public Health Trust Fund as called for in the November 2004 Task Force Report.

Also to build upon the 2004 legislation creating a stétewide Lead-Safe Housing Registry by
enacting legislation to make the Lead Safe Housing Registry mandatory for all rental properties
by 2012. :

We also call upon the Michigan Legislature to restore the $500,000 in funding cuts for childhood
iead poisoning prevention being called for in the Senate budget for the Department of Community
Health. '

We call upon the Michigan Legislature to restore full funding for the Michigan Childhood
Immunization Registry (MCIR) and keep this important tool under the management of the DCH.

Respectfully Submitted,

Tressa Duncan
Project Coordinator

1916 Leahy St. - Muskegon, Ml 49442
Ph. (231)728-4161 - Email: leadsafenow@yahoo.com
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Wichigan Childhood knamsiizatian Reglatry

MICHIGAN CHILDHOOD IMMUNIZATION REGISTRY
BACKGROUND FOR MICHIGAN

Michigan Department
a}; Comnunity Healtl:

JeanHer anholm, Qovernor
Janst Olaxewski, Dirsctor

Ages: 0 - 20 years
Geographic Area: Statewide
Years In Operation: 9

Reporting Mandated: Yes

Annual Birth Cohort: 135,000
Number of Patient Records: 2.8 million
Number of Immunizations: 40 million
Number of Providers Contributing Data: | 2,203

% Provider Participation 85%

Type of Registry:

Oracle Database

Pending improvements:

Open MCIR to over age 20; Integrate

MCIR with other health data

2,481 Private Provider
Offices utilize MCIR

422 Public Health Facilities
utilize MCIR

5,000 users access MCIR
every day. There are 500
simultaneous users on
MCIR from 7am to 7pm
everv weekdav.

Georgia in 2003

Michigan received from CDC
the Grow and Protect award
at the National Immunization
Conference in Atlanta

ups

Provider
Regions # Of. # .Of Participation Coverage
-~ | Counties | Providers Rate Levels

1 7 1,100 80% 52

2 15 540 93% 71

3 6 345 95% 74

4 9 344 93% 68

5 31 254 80% 75

6 15 240 95% 72
Sentinel 76 1,179 91.6%

August 2, 2005




Child: SISy print PrintHelp .2

General Information BirthDate; 861442004 Home Exit
Provider =iic
Child 1" Reports | [ Vaccine Mamt. .|| Rerminder/Recall .- |- My Site-~ |[= 7 Other’

Add/Find  Roster Add immunizations  Information  Immunization Status  Immunization Histaory

73\ ead Notification - Micrasof€ Internat Eupldie

Child's name:
Legal Last Lead Natification

Aliasfast This child may be at high risk for lzad poisening.

m & blood lead test should be completed today, unless it can be determined by
e asking a parent/guardian that the child has already been tested within the last 12
Birthdate Of  onths.

Residence Int
Birth Facility I” please check here if a test has been ordered or completed.

Responsibie | .
B If you have questions regarding this message or how the lead risk for this child was

10 THi determined, please read the Explanation of Risk Factors document. You may also

Barcell contact the Michigan Department of Community Health at (517) 335-88835, if the

above document dees not address your concerns.

Additional Inl
Pati

MCIR options ;-
[” Child daes nat raraive madical rare in Michioan T~ Child is danaasad

2] ‘ g - (1 18 e wermet
Hstant ||| 1 8 B »1} @lRegst.. | EMcr..| EocH ... | Blgerer.. [[ENLead . BENDI@O L soorm

Ak

MCIR initiates the above lead notification pop up window if children are identified
with either of the following criteria:

1. Live in a high-risk zip code zone.
OR ‘
2. Have a Medicaid ID.

Therese Hoyle

State MCIR Coordinator

Division of Immunization 517-335-8159
Michigan Department of Community Health
August 2, 2005

N

Michigan Department
of Community Health

NMCIR N

Michigan Childhood Immunization Reglstry Jennifer M. Granholm, Governor
- r

Janet Olszewski, Director
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Thank you for enabling the Rental Property Owners Association of Michigan to offer its position to the
Commission.

The Rental Property Owners Association of Michigan recognizes the hazards created when children
under the age of six are exposed to lead-based paint dust. We also understand that many homes-—owner
occupied and rental bousing—built before 1970 contain lead paint. We further agree with the
conclusions of the scientific community that addressing the many factors contribufing fo the possibility
of a child becoming lead poisoned is critical to the elimination of this public health issue.

Rental property owners throughont the State ave committed to practices that significantly lower
children’s exposnre to lead hazards. We are also commiited to providing our tenants with the
information they need to make informed decisions regarding their housing choices and personal choices
regarding housekeeping and other factors related to the protection of children from hazards created from
the exposure to lead dust.

Rental property owners have made great strides in this effort over the last five years, including:

° providinginfermaﬁontotenaaﬁsaboutﬂleﬂskoﬂmdbasedpainthazardsandth'mgsﬂ;attenants
can do to reduce their children’s exposure to lead paint dust;

e disclosingthenammofleadbasedpainthazardsmntainedharentalpmpertyattheﬁmeof
leasing;

e following fhe pre-rental property maintenance guidelines developed through our partnership with
the Michigan Depariment of Health;

-Page 10f3
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e firmly encouraging rental property owners to maintain their housing up to the standards of
property maintenance codes;

» supporting and working closely with the Department in the creation of new laws, including the
lead-safe housing registry and new regulations regarding the penalties inherent to the refusal to
remove of lead hazards where a child has been found to have lead poisoning;

» by actively seeking legislation that would provide the economic tools necessary for property
owners to address lead-based paint hazards while maintaining affordable housing;

e and by actively participating in the Childhood Lead Poisoning Prevention Program.

While rental property owners strongly support these and many of the efforts fostered by successful
programs such as Get the Lead Out! in Grand Rapids, we want to make it perfectly clear that mandated
aggressive laws dealing with lead paint would be disastrous for the housing industry. For example:
requiring the removal of all lead paint or the replacement of all structural elements contributing to lead
hazards would create a tremendous economic hardship on the rental industry—and more importantly--
would significantly add to the cost of rental housing which ultimately results in higher rents. Or,
requiring that all properties be made permanently lead safe before being made available for rent would
significantly reduce the availability of all housing by discouraging investment in rental housing.

In leu of economically debilitating and punitive laws, we strongly recommend that the Commission
look to the creation of opportunities that would enable rental property owners to make repairs and/or
carry out abatement activities that will foster lead safe housing in an affordable housing market. Some
specific recommendations are:

o Create State and local income tax credits for property owners that carry out lead abatement
activities.

= Enable local governments to provide property tax credits (similar to those provided for in PA 198)
for those lead abatement activities which result in an increased assessment. (Example: vinyl
siding, window replacement, new roof, etc.)

o Increase the time allowed between property maintenance inspections mandated under the Housing
Law of Michigan to reward property owners that carry out abatement activities. (The current time
between inspections is three years, maximum.)

« Significantly decrease a property owner’s exposure to liability once they find that their property
has lead based paint hazards. (Many property owners forego risk assessments and refuse to carry
out hazard remediation or abatement due to the potential increased exposure to frivolous lawsuits.)

» Demand that all local governments follow State Law and utilize the property maintenance code
(International Property Maintenance Code) as promulgated under the Single State Construction
Code to ensure uniform property maintenance across the State.
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Other recommendations include:

» Requiring all child care facilities and schools (licensed and unlicensed) be required to meet
standards for property maintenance and lead hazards,
« Forbidding the sale of “no-iron baby formula®.

We also encourage the Commission to support greater funding for lead poisoning educational activities,
Some specific suggestions include: :

* Requiring all schools to provide lead poisoning education as part of their curriculum;
» Requiring that information on lead poisoning and its prevention be provided to new parents.

In closing, we want to once again thank you for this opportunity to express our indusiry’s views, 1
would be happy to answer any questions that you may have.
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Lead Out!

Preventing Childhood Lead Peoisoning Through Partnership

Get the Lead Out!
partners:

ADVOCACY COALITION FOR
YOUNG CHILDREN & THEIR
FAMILIES

AQUINAS COLLEGE,
COMMUNITY LEADERSHIP
INSTITUTE

BAXTER NEIGHBORHOOD
ASSOCIATION

BAXTER COMMUNITY CENTER

CaLVIN COLLEGE,
DEPARTMENT OF NURSING

CaLVIN COLLEGE,
OFFICE OF COMMUNITY
ENGAGEMENT

CHILD & FAMILY RESOURCE
COUNCIL

CITY OF GRAND RAPIDS,
HOUSING REHABILITATION
OFFICE

CITY OF GRAND RAPIDS,
OFFICE OF CHILDREN, YOUTH &
FAMILIES

COMMUNITY REBUILDERS
DEVOS CHILDREN'S HOSPITAL

GRAND RAPIDS PUBLIC
SCHOOLS

GRAND VALLEY STATE
UNIVERSITY, KIRKHOF SCHOOL
ofF NURSING

HomME REPAIR SERVICES OF
KENT COUNTY

JUNIOR LEAGUE OF GRAND
RAPIDS

KENT COUNTY EARLY
CHILDHOOD SYSTEM

KENT COUNTY HEALTH
DEPARTMENT

KENT REGIONAL COORDINATED
CHILD CARE

LIGHTHOUSE COMMUNITIES

MICHIGAN FAMILY RESOURGES,
HEAD START

RENTAL PROPERTY OWNERS'
ASSOCIATION

STRONG BEGINNINGS

Testimony to the
Childhood Lead Poisoning Prevention
and Control Commission

August 2, 2005

Good morning. My name is Paul Haan, and [ am the Project Coordinator for
the Grand Rapids-based Get the Lead Out! collaborative.

Get the Lead Out! is a 22 member collaborative formed in the year 2000.
Our vision is to end childhood lead poisoning in Kent County, Michigan. To
our great pleasure, we know that this is a goal that we can reach, with your

help, in the coming decade.

Grand Rapids is Michigan’s second largest city and was noted by the Detroit
Free Press as having some of the city blocks with the highest concentration
of identified childhood lead poisoning cases in the State of Michigan (July
29, 2003). Yet through concerted coalition building, Kent County has both
increased testing rates by 28% in the past five years (from 8,697 children
tested in 1999 to 11,112 children tested in 2004) and decreased the
incidence of blood lead levels exceeding 10pg/dL (venous) by 61% (from
6.1% of children tested in 1999 to 2.4% of children tested in 2004).

Coalition building has enabled Kent County to leverage $8.3 million towards
this effort since 2001, the vast majority of these resources are non-state

dollars (private philanthropy and federal funds).

We believe that local coalition building is paramount to solving this problem.
If doctors, housing providers, parents, or anyone else could have fixed this

problem alone, we would not continue to see thousands of the State's
children poisoned each year. We need coalitions, working together on the

local level, to get this work done.

</o Community Leadership Institute at Aquinas College, 1607 Robinson Road SE, Grand Rapids, Michigan 49506
Phone: 616.241.3300 GTLO@sbcglobal.net

Fax: 616.247.9556
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Likewise, State policy and investment must support effective local action. Communication must be
exceptionally open. Local coalitions must be involved in work groups that shape state policy. Where
local philanthropy is unwilling, the State should consider seed funding and technical support for emerging
local coalitions. Only by supporting the work of local partners will the State resolve this nearly monolithic

problem.

Get the Lead Out! joins the Michigan Lead Safe Partnership in advocating for five of the six MLSP

proposed action steps.

Immediate Action

1. The Michigan Legislature must restore the $500,000 in funding cuts for childhood [ead poisoning
prevention being called for in the Senate budget for the Department of Community Health (DCH).

2. The Michigan Legislature must restore full funding for the Michigan Childhood Immunization Registry

(MCIR) and keep this important tool under the management of the DCH.

Short Term Action

3. Pass legislation allowing for the integration of childhood lead poisoning blood lead testing activity and
results into the MCIR database. With a simple legislative amendment, Michigan could be the first
state in the union to have an integrated electronic registry for childhood lead poisoning surveillance.
Linking lead to the MCIR is an effective tool that is being demanded by doctors, HMOs, public health,
communities, parents and children. The legislature shouid immédiately approve appropriations
sufficient to make this change effective by the end of 2005 (estimated at $200,000).

Long Term Action

4. Create a Public Health Trust Fund as called for in the November 2004 Task Force Report. This Trust
Fund should be created by 2006. A minimum of several million dollars in deposits (not necessarily
state budget appropriations) earmarked for childhood lead poisoning prevention should be secured by

2007. Funding mechanisms to supply ongoing revenue for childhood lead poisoning prevention must

be instituted by 2007—mechanisms such as fees on the sale of paint and other surface coating
materials, capture of criminal and civil fines, and other creative ways of generating dedicated

revenue.
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5. Michigan must build upon the 2004 legislation creating a statewide Lead-Safe Housing Registry by
enacting legislation to make the Lead Safe House Registry mandatory for all rental property by 2012,
Michigan should take a reasoned, graduated approach, beginning in 2008, that allows rental property
owners adequate time to bring their entire portfolic of pre-1978 housing into compliance. Michigan
should join other states (Oregon, Maryland) in providing rental property owners who comply with
liability protection. State and Federal resources for tenant-based rental assistance can be linked to
compliance with the registry. Rep. Koociman's bills for proposed tax credit for lead hazard control (HB
4408, HB 4409) should be further developed and passed as an incentive for compliance and

protecting children.

Get the Lead Out! will continue to work on this problem at the local level in Grand Rapids. Yet local action
must be linked to statewide change for solutions to be long lasting. To that end, we commit ourselves to
working with the Childhood Lead Poisoning Prevention and Control Commission.

Please contact our Project Coordinator, Paul Haan at (616) 241-3300 or GTLO@sbcglobal.nef so that we
may continue to be an active partner in solving this local and statewide problem. We applaud and fully
support your efforts to protect Michigan’s children from this 100% preventable problem.

Paul Haan

Get the Lead Outl
"Preventing Childhood Lead Poisoning through Partnership”

Community Leadership Institute, Aquinas College
1607 Robinson Road SE

Grand Rapids, Michigan 49506

phone: 616.241.3300

fax: 616.732.4585

email; GTLO@sbcglobal.net



DeVos Children’s Hospital
Testimony to the
Childhood Lead Poisoning Prevention and Control Commission
August 2, 2005

Thank you for the opportunity to come before you this morning. My name is
Maria Cruz, and | am the Program Coordinator of the PANC program at
Spectrum Health Healthier Communities. Spectrum Health’s children’s hospital,
DeVos Children’s Hospital (DVCH), is a member of the Get the Lead Out!
collaborative. Dr. Jeri Weyher is the medical director of DeVos Children’s
Hospital’s Lead Clinic which is the longest operating lead clinic in Michigan.

DeVos Children’s Hospital is very willing and eager to work with the Commission
to fulfill the charge you received from the governor. Specifically, we hope to
advance your efforts on the following action steps which we believe will support
medical care providers enabling them to prevent and treat lead poisoning in
pregnant woman and children. These action steps are adding lead testing results
to the Michigan Childhood Immunization Registry (MCIR) and the creation of the
Lead Safe House Registry.

e We encourage the commission to introduce legislation allowing for the
integration of childhood lead poisoning blood lead testing activity and results
into the Michigan Childhood Immunization Registry(MCIR). The $200,000
appropriations needed to make this change effective by the end of 2005 must
also be provided.

o Including the results of lead testing in the MCIR would eliminate costly
retesting of children for lead levels. Frequently children have had their
lead tested at the WIC program or another community clinic. However,
when they come to a routine appointment with their health care
provider that information is not available. In order to provide
appropriate treatment, the physician must have the blood test drawn
again, possibly delaying treatment and subjecting the child to an
uncomfortable procedure.

o (Experience of PANC clients)

e We also encourage the commission to build upon the 2004 legislations
creating a statewide Lead-Safe Housing Registry by enacting legislation to
make the Lead Safe Housing Registry mandatory for all rental property by
2012.

o Treating lead poisoning can almost always be done on an outpatient
basis. However, there are times when physicians admit children for
treatment to ensure they are in a safe environment. Treating lead
poisoning is ineffective if the child is still in a lead poisoned
environment. A Lead Safe Housing Registry would allow physicians to
check the status of a poisoned child’'s house and make appropriate
treatment decisions.




o (Experience of PANC clients)

Thank you, again, for the opportunity to testify before this committee. We are
encouraged by the creation of the Commission and look forward to working with
you to end childhood lead poisoning.

I'd be happy to answer any questions. Otherwise, if we can be of additional

support, please do not hesitate to contact us.

Dr. Jeri Weyher Maria Cruz
Jeri.Weyher@spectrum-health.org maria.cruz@spectrum-health.org
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Prepared and Given By:

Kendra Moyses, Associate Program Leader

MSU Extension — Family and Consumer Sciences
240 Agriculture Hall

East Lansing, Ml 48824

517-432-7654

517-353-4846 (FAX)

Since its beginning, Michigan State University Extension has focused on bringing
knowledge-based educational programs to the people of the state to improve
their lives and communities. Today, county-based staff members, in concert with
on-campus faculty members, serve every county with programming focused on
agriculture and natural resources; children, youth and families; and community
and economic development.

Michigan State University Extension believes that children, youth, and families
interact in intricate patterns and face equally intricate challenges. People are
deeply affected by their environment, significant others, and their communities.
Lead is an issue that affects all families in Michigan. MSU Extension is
committed to continuing to educate families about the dangers of lead. To
address this issue an environmental hazards curriculum called Home Safe Kids
was created. It is used by Extension staff to educate parents on the issues of
radon, lead, secondhand smoke and mold. Currently, there are 17 counties
piloting and evaluating Home Safe Kids. This curriculum is being used in
conjunction with MSU Extension programs in parenting, day care, and nutrition.
Extension is committed to providing families in Michigan with research-based
information on the topic of lead and lead poisoning prevention.

MSU Extension is committed to continue to foster relationships with other
organizations that work in the area of lead poisoning prevention. Many more
collaborations need to be developed to help the families of Michigan find the best
resources available to them. Extension commends the work of the commission
and wili continue to support the efforts the commission and other organizations
are making in the area of lead poisoning prevention and education.
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Testimony of Field Neurosciences Institute Before The Childhood Lead Poisoning
Prevention and Control Commission
August 2, 2005

Good morning. My name is Ken Santa and I represent Field Neurosciences Institute
which is based in Saginaw. Field Neurosciences Institute is a non-profit, charitable,
educational and scientific organization which is affiliated with St. Mary’s of Michigan.
The mission of FNI is based on the pillars of prevention, early diagnosis, care and cure of
neurological diseases, disorders and injuries. Prevention programs are the key
components of the mission of FNI. These programs are aimed at the community and are
designed to help people practice the most effective form of medicine...that, of course, is
prevention.

Based on 2002 blood lead levels tested in children six years old and younger, Saginaw
County ranks in the top 25% of all counties in Michigan for elevated levels of lead. 29%
of the housing in Saginaw was built pre-1950, which is a predeterminer of exposure to
lead. As you know, the risk of lead poisoning is greatest in children under the age of six.
Children with lead poisoning show poorer performance on tests of arithmetic skills,
reading skills, non-verbal reasoning and short-term memory. Early lead exposure is
associated with a sevenfold increase in the risk of failing to graduate from high school
and a six-fold increase in reading disabilities.

To try and make a dent in this problem, FNI participates in a childhood lead poisoning
testing program together with the Michigan Department of Community Health. FNI tests
the child's lead level by performing a finger stick. The blood sample is sent to MDCH in
Lansing. FNI reports the child's test results and recommends an appropriate follow up
examination, consultation, and environmental evaluation. We have discovered that
roughly one child in ten tests high for lead in our region. This is all done at absolutely no
charge. FNI also conducts educational workshops for homeowners and landlords to
explain the problem and to teach them how homes can be made lead-safe. This too is
done at no charge because this work is part of the mission of FNI.

Recently, FNI has been enlisted to help fulfill a grant to the Saginaw County Health
Department for the creation of a Saginaw Lead Hazard Control Program. But due to the
threat of liability, the hospital we are affiliated with, St. Mary’s of Michigan, has
mandated we obtain liability coverage for lead, which is only sensible and prudent. The
main insurance carrier for the hospital, a national company out of St. Louis, Missouri,
tried for weeks to obtain coverage for us, but failed. They were not able to find a carrier
for this kind of “specialty coverage.” We were told that if we could find it, the price
would probably make it prohibitive for us to purchase. As a result, we are forced to scale
THE MISSION OF FNI 1S THE PREVENTICN, EARLY DIAGNOSIS, CARE AND

CURE
OF NEUROLOGICAL DISEASES, CISORDERS AND INJURIES,
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back our plans to participate in the Saginaw Lead Hazard Control Program. We will still
be involved, but most of our involvement will be on an educational level only. We are
beginning to wonder if we might have to halt our Lead Program work entirely, due to the
threat of lawsuits and the cost and availability of liability insurance. We enjoy our
relationship with the Michigan Department of Community Health and want it to continue.
To that extent, I urge the Commission to look into this matter and hopefully, become
involved in a solution. Thank you for allowing our input and we look forward to a long
and productive relationship.

THE MISSION OF FNI 1S THE PREVENTION, EARLY DIAGNOSIS, CARE AND
CURE
OF NEUROLOGICAL DISEASES, DISCRDERS AND INJURIES.

SCENSION AFFILIATED WITH SAINT MARY'S

HEALTH
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August 2, 2005

Dr. Kimberlydawn Wisdom, Chairperson

Childhood Lead Poisoning Prevention and Control Commission
C/o Health Management Associates

120 North Washington Square, Suite 705

Lansing, Ml 48933

CHILDHOOD LEAD POISONING PREVENTION AND
CONTROL COMMISSION PUBLIC HEARING TESTIMONY

The problem of child lead poisoning from lead based paint is pervasive. Despite the
recent progressive action taken by the state, local municipalities, community organizations and
other interested stakeholders, child lead poisoning still ravishes our communities. The result is
a significant number of lead poisoned children, that our current system of medical coverage and
educational supports are ill equipped to address.

The Michigan Department of Community Health (MDCH) has identified thirteen (1 3)
targeted communities in which older pre-1978 housing is common place and the incidence of
lead poisoning for children under the age of six (6) is extremely high. It is mandatory to bear in
mind that each child lead poisoned is an individual life relegated to a future of disability through
physical, cognitive, and psychological deficits. Based upon MDCH data, the identified thirteen
(13) targeted communities in 2003, confirmed 15,706 children under the age of six (6) with
elevated blood lead levels (EBLL), and in 2004, 16,154 children under the age of six (6) were
confirmed with EBLLs. In just this two-year period within the targeted communities, a total of
31,860 children under the age of six (6) may never achieve their full potential and success
because of child lead poisoning. This number is higher than the casualties and wounded
American soldiers in the war in Irag. This should be a startling fact. In the last two years we
have lost over 30,000 lives to the devastation of child lead poisoning. Lives that may change
from a future of positive contribution to our society to lives that may become a financial and

social burden on society. As trial attorney, | had the opportunity to see the devastation



of young lives as a result of child lead poisoning. The protection of the innocent is our
responsibility.

The current efforts set forth by the state, municipalities, community groups and other
interested stakeholders have been significant and is commendable. But we must do more. We
must also channel our efforts to specific areas that will have immediate as well as long term
impact. There are three specific areas that warrant immediate attention for the continued
progress in the quest to eliminate child lead poisoning.

The first area pertains to the newly enacted Administrative Rules governing lead hazard
control activities. The Michigan Department of Community Health (“MDCH”) by and through the
statutory authority conferred on it promulgated Administrative Rules 325.99101-325.99408,
entitled, Lead Hazard Control. These rules set forth specific training, certification and work
practice standards that must be followed in the performance of all lead hazard control work.
Unfortunately, Administrative Rule 325.99406 (“R406"), entitled, Lead Hazard Control Activities
does not differentiate the specific types of non abatement lead hazard activities and places an
undue burden on parties performing procedures involving lower risks and less complex
technigues such as technical cleaning. It is ironic, there is not a clarification for the various non-
abatement activities with corresponding guidelines based upon the scope and complexity of the

work. In R408, it clearly provides:

Rule 406(1). Only an individual who has successfully completed either of the
following training courses shall conduct non-abatement lead hazard control
activities:

(a) A lead-safe work practices training course approved by HUD.

(b) An accredited lead abatement worker course. (emphasis added)
The clear interpretation of R406(1)(a) indicates a individual who successfully completes a EPA
and HUD approved lead safe practice training course is qualified to conduct non-abatement
lead hazard control activities. However, the stringent language set forth in R406(4), actually
nullifies or at minimum diminishes the capacity of an individual trained in accordance with

R406(1)(a) to perform non-abatement work. R406(4} provides in relevant part:

Rule 406(4). “..The certified supervisor shall be at the site during all lead abatement
activities, and during all set-up and cleaning activities for non-abatement lead
hazard control work.” (emphasis added).

The language in R406(4) requires parties to retain and have a certified supervisor on site during
set-up and the performance of cleaning activities.



The excessive costs and undue burden placed upon parties renders them unable to
carry out the salient task of providing primary intervention services untii more permanent
abatement activities can be performed at high risk housing. With EPA and HUD guideline
trained workers performing the technical cleaning tasks, it is unnecessary for a certified
supervisor to be present on site during set-up and cleaning activities. Obviously, a certified lead
inspector or risk inspector would be mandatory for the initial inspection of dwellings to
accurately reflect the specific areas to be cleaned. But mandating a certified supervisor to be
on site during set-up and cleaning is excessive and undercuts the tremendous benefits that are
being receive by the community through technical cleaning to high-risk populations. Many
property owners are now exhibiting responsible behavior by becoming trained in HUD and EPA
approved lead safe work practices. The imposition of the cumbersome and costly requirement
of a certified supervisor for set-up and cleaning activities will deter the much needed
participation of the property owners in the crucial primary intervention process for high risk
housing. R406 should be rescinded and rewritten to reduce the undue burden on individuals
attempting to reduce lead risks to children.

The second area relates to education and awareness. The current education and
awareness programming largely focuses on the child interest stakeholders, which is extremely
important. However, to effectively eliminate child lead poisoning the risk must be eliminated,
which, are in the control of the property stakeholders. A concerted effort must be made to
educate property owners in a manner that not only relates the adverse of effect of lead on
children, but also outlines the benefits that accrue to them by maintaining lead safe housing.
Property owners must have access to the technical assistance and support that promotes the
ideals of lead safe housing as a necessary risk management and loss prevention technique.
Additionally, property owners must be educated not only to their responsibilities and obligations
under the law, but also of the potential benefits received by maintaining their property lead free.
This is a salient educational component that must be implemented to achieve the goal of
eliminating the risk of lead in housing.

The final area addresses the issue of funding. It is common knowledge that public
resources targeted for child lead poisoning in Michigan is limited. Yet, to adequately address
the problem of child lead poisoning a strong continual stream of funding is necessary. To fill this
funding gap, creative incentives to private corporations to adopt or take on certain levels of
financial responsibility for targeted communities may be an option to increase current funding

levels. Additionally, incentives for property owners who are willing to be proactive in eliminating



lead in rental housing can help offset some of the costs property owners will incur making their
properties lead safe. Incentives for property owners also create a balance to more stringent
legal consequences for not maintaining lead safe housing.

The goal of eliminating child lead poisoning is one that can only be reached through
cooperative efforts of all stakeholders, both child interest stakeholders and property interest
stakeholders. However, if we can reconcile the interests of all stakeholders to work toward this
common goal, we can eliminate child lead poisoning and ensure bright futures for the children

living in our communities.

Respectfully submitted,

Yimsons 4 Hokec

Vanessa G. Fluker, MA, JD
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Dr. Kimberlydawn Wisdom; Chairperson

Childhood Lead Poisoning Prevention and Control Commission
Department of Community Health

3423 North Martin Luther King Jr. Boulevard

P.O. Box 30195

Lansing, Michigan 48909

Re: Testimony to the Childhood Lead Poisoning Prevention and Control Commission

Dear Dr. Wisdom and Members of the Commission:

Thank you for your service to the children of the State of Michigan and your work on this important
Commission. By solving the problem of childhood lead poisoning, we can save the State of Michigan and
local communities significant dollars that are now used to address preventable problems such as health
disparities, remedial education, deteriorated housing, law enforcement and corrections, and under- and
unemployment. An investment in childhood lead poisoning prevention will help assure that all of our
children grow up healthy and reach their fullest potential.

| send my regrets for not being able to attend the August 2, 2005 Public Hearing of the Childhood Lead
Poisoning Prevention and Control Commission and am thus providing this written testimony.

The City of Grand Rapids has long recognized that an investment in prevention today will save us future
expenses. To that end, the City has invested in local strategies to end childhood lead poisoning. In the
year 2000, the City adopted a policy that all lead hazards will be addressed in any housing unit receiving
assistance through our Housing Rehabilitation Office. Through this program, the property owner is
responsible for all rehabilitation costs and the City picks up the tab for any additional lead hazard control
work that is not addressed by rehabilitation activities. In addition, the City has been an active and funding
partner of the Get the Lead Out! coalition.

The State of Michigan must position itself to be an ongoing partner in addressing childhood lead
poisoning. To do so, the State must create a funding stream to address statewide costs associated with
eliminating childhood lead poisoning. One mechanism identified by the Governor’s Task Force to
Eliminate Childhood Lead Poisoning is the creation of a Public Health Trust Fund.

As the Mayor of the second largest City in the State of Michigan, | respectfully request that the
Commission provide the leadership necessary to ensure that the State creates and funds the Public
Health Trust Fund. More specifically, | request that the Commission ensure that the elimination of
childhood lead poisoning be addressed through the creation of restricted fund within the Public Health
Trust, and that this restricted fund be provided adequate funding resources.

The Public Health Trust Fund should be created by 2006. A minimum of several million dollars in
deposits should be earmarked for childhood lead poisoning prevention by 2007. Funding mechanisms to
supply ongoing revenue for childhood lead poisoning prevention should be instituted by 2007. These
mechanisms might include a state fees on the sale of paint and other surface coating materials, capture
of criminal and civil fines, and other creative ways of generating dedicated revenue.



Childhood Lead Poisoning Prevention and Control Commission
August 8, 2005
Page 2 of 2

Both the State of Michigan and local municipalities are challenged in this time of declining revenues. Yet
we can still institute creative opportunities to address our communities’ most pressing needs. The
creation of a Public Health Trust, modeled after the existing trust in the State of California, is one such
opportunity. The model exists and the need is great, thus | pledge my support to the Commission as it
advocates for such a resource.

If | can be of further help, or can clarify the priorities of local communities that are engaged in the
elimination of childhood lead poisoning, please feel free to contact me at (616) 456-3168 or
mayor@ci.grand-rapids.mi.us.

You have my wholehearted support and best wishes for great success in your efforts to eliminate
childhood lead poisoning in the State of Michigan.

Sincerely,

George K. Heartwell
Mayor
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MONROE COUNTY HEALTH DEPARTMENT

2353 South Custer Road » Monroe, Michigan 48161-9769

734.240.7800 » Toll Free: 888.354.5500 ext 7800 « Fax: 734.240.7816
Rebecca A. Head, PhD, DABYT
Health Officer/Director

8/8/05
Written Testimony for
The Childhood Lead Poisoning Prevention and Control Commission

Governor Granholm’s July 2003 release of “Childhood Lead Poisoning Prevention: A Call to
Action” initiated lead poisoning prevention becoming a top priority in Michigan. Childhood lead
poisoning prevention has gained media attention, raising awareness among parents and health
professionals about the dangers of this preventable disease. Lead testing rates have improved, but
continue to fall short of the requirement that all children, at ages 12 and 24 months, who are on
Medicaid, be tested for lead levels. Michigan July 2005 test data showed that only 45% of enrollees
received initial lead tests before their second birthdays, and 50% received one test before their third
birthday. '

Note that situations include the following,

1. Children, who receive well child exams around their first and second birthdays, are often not
provided lead blood level testing.

2. Inmany cases, the physician’s office will give the parent a laboratory order to have the lead test
done elsewhere, but the parent fails to follow-up.

3. In some cases, parents indicate that they would have the lead test done but they do not know where
to go for off-site testing, and are not given proper direction from their physicians.

4. Many physicians test the Medicaid population, but fail to recognize the importance of screening all
children for lead poisoning, and testing where appropriate.

Recommendations that can assist in resolving these barriers and increasing lead testing rates are:

1. Increased State of Michigan incentives and assistance that encourage physicians to perform on-
site lead testing;

2. Managed care organization provision of accessible, clear information to parents and physicians
about appropriate testing laboratories (i.e., laboratories within the system) to promote more
testing;

3. Mandatory physician/murse education to aid in professionals recognizing the need for
screening all children populations for lead poisoning; and

4. Increased sanctions and/or penalties against physicians who do not comply with state
mandated protocols for testing children on Medicaid,

Increasing lead testing is important. Enhancing public awareness so to prevent childhood lead
poisoning is also critical. Parents and caregivers of ¢hildren living in designated high-risk areas should
have easy access to such information. Dissemination of educational materials could ocecur via slide
shows and other materials at block patties, to Neighborhood Watch groups or in places of worship.
Children identified as having some level of exposure through lead testing, but not considered lead
poisoned, must be monitored,

Primary Prevention is the focus of the Childhood Lead Poisoning Prevention Program and key to that
prevention is educating the parent/caregiver of risks before long term health, behavioral and

~
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developmental problems occur. Local public health departments (LPHDs) are stmggling to undertake
this role by sending mailers, providing door to door education in high-risk areas and via other means.
Prevention is the goal in public health education and resources are necessary for childhood lead
poisoning prevention to become a reality. Very few LPHDs receive any type of funding for lead
prevention. Michigan LPHDs representatives, asked in a recent survey regarding what could be done to
improve support of local activities, overwhelming responded that program support funding is
essential.

Respectiully submitted by:

Rebecca A Head, PhD, DABT/Monroe County Health Officer
Janice Schnorberger, RN, BAS/Monroe County Lead Prevention Nurse
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Michigan Head Start Association, Inc.
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August 2, 2005

To:  Childhood Lead Poisoning Prevention and Control Commission
From: Richard Lower&ge/outive Director

Re:  Childhood Lead Poisoning and Prevention in Michigan

Dear Members of the Childhood Lead Poisoning and Control Commission:

On behalf of the Michigan Head Start Association (MHSA), I thank you for the
opportunity to share our thoughts with you regarding childhood lead poisoning and
prevention in Michigan.

Head Start is a federally funded program for children birth to age five and their families.
It was launched in 1965 to help break the cycle of poverty by providing preschool
children of low-income families with a comprehensive program to meet their educational,
emotional; social, health, and nutritional needs. There are currently over 35,000 children
and their farmhes belng served in M1ch1gan s: 83 counties.. :

Exposure to lead poisoning is of SIgmﬁcant concern to the Head Start community. Many
Head Start families live in older homes and live in neglected communities, thus making
them more at risk to the exposure of lead elements. Furthermore, many Head Start
families lack access to resources such as internet usage and other materials that can
educate them about the dangers of lead in their homes. Therefore, MHSA finds it critical
that Head Start children and their families have access to resources and materials that will
ensure their safety. Moreover, good public policy needs to be in place to decrease their
exposure to the dangers of lead.

The research is conclusive and has proven that the costs associated with preventing
childhood lead poisoning provide an overwhelming cost-benefit to those who invest in
prevention related to long term physical health. Yet there is more to the equation than
medical costs alone. We know that childhood lead poisoning has an adverse impact upon
cognitive development which in turn impacts a child’s ablllty to succeed in school and in
life.

Investment in simple changes to housing policy has immediate realized economic returns
by preventing poisonings Whether it’s a Head Start child or another child living in
poverty, lead poisoning will adversely effect the education of many 1000’s of Mlchigan
children and has 1mpheat10ns for Michlgan s economy and Workforce

Our mission is to promote equal opportunities for all children and families to succeed.



On behalf of all Head Start families in Michigan, and as a member of the Michigan Lead Safe
Partnership, I urge you to take action in the following areas related to childhood lead poisoning
in Michigan:

RESTORATION OF PREVENTATIVE FUNDING

Call upon the Michigan Legislature to restore the $500,000 in funding cuts to childhood
lead poisoning prevention being called for in the Senate FY 2006 budget for the
Department of Community Health (DCH).

Call upon the Michigan Legislature to restore full funding for the Michigan Childhood
Immunization Registry (MCIR) and keep this vital tool under the management of the
DCH.

MCIR DATABASE AND EPSDT SCREENING

Pass legislation allowing for the integration of childhood lead poisoning blood lead
testing activity and results into the MCIR database. Provide appropriations sufficient to
make this change effective by the end of 2005 (estimated $200,000).

Strengthen the testing and follow-up requirements through improved legislation and/or
rule making. Make it clear to providers which populations are subject to screening under
EPSDT. These populations should include Medicaid and all children residing in the
thirteen high-risk communities as identified by DCH, as well as all children living in
high-risk zip codes. Limit incentives to those providers who do not comply with these
requirements.

LEAD-SAFE HOUSE REGISTRY

Build upon the 2004 legislation creating a statewide Lead-Safe Housing Registry by
enacting legislation to make the Lead-Safe House Registry mandatory for all rental
property by 2012. Take a reasoned, graduated approach, beginning in 2006, that allows
rental property owners adequate time to bring their entire portfolio of pre-1978 housing
into compliance.

On behalf of the Head Start community, thank you for the invitation to give input on this
important issue. Please feel free to contact me at 517-374-6472 or by email at
Richard@mbhsa.ws,
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MEMORANDUM
TO: Childhood Lead Poj soning Prevention and Control Commission
| FROM: Sharon Claytor Peters, President and :CEO

SUBJECT: Addressing Disparities

negative exposure that it is entirely preventable,

Children of color are more likely to be exposed to lead, in large part because of racial
stratification in access to housing. While Michigan has been making steady progress in
lead testing and prevention, more needs to done to focus on African American children
who have the highest rates of lead poisoning. Nationa! data show that 60 percent of alf
one- to five-year-old children with confimmed slevated blood jead Jevels between 1997
and 2001 were African American. These children enter school with clear deficits,
including potentially fower LQ.’s, higher incidences of hyperactivity and other
newrological problems, and potential vision and hearing losses,

Michigan’s Children has been pleased with the leadership shown by the State’s Surgeon
General, Kimberly Dawn Wisdom, in the area of [ead poisoning prevention. In 2003, we
supported the package of bills addressing lead polsoning prevention, including the bill
cstablishing this Commission. Of particular importance in that package was Public Act
55 that requires that by October 1, 2007, the state’s Medicaid providers must be i
“substantial compliance” with federal guidelines requiring states to test all children

428 West Lenaweg ® Lunsing. Ml 48933-2240* SE7-485-3500* 1-800-330-8674 ©
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only whether a child has been tested at least once by two and three years of age. Even
with that reduced standard, statewide less than half of three-year-old children enrolled in
Medicaid have been tested. More encouraging are testing levels in the City of Detroit,
where 71 percent of three-year-olds have been screened at least once,

- As the comrission proceeds with its work, we recommend the following:

» Document and address racial and ethnic disparities in the risk of lead poisoning,
as well as access to testing and abatement services,

» Target prevention and abatement services on communities of color, assuring that
outreach efforts address cultural and other bartiers. This work can best be done if
there is collaboration among health departments, community-based organizations
and minority communities. ,

» Restore funding for outreach for Medicaid and MIChild, with a specific focus on
underserved communities, including communities of color. Children without
regular access to preventive care will not be appropriately screened for lead
poisoning. " -

» Use the purchasing power of the state to ensure that health plans comply with
federal requirements to screen all Medicaid-eligible children at 12 and 24 months

‘of age. In the interim, immediately pursue contracts with community-based
agencies. in high-risk communities to perform lead screenings.

Thank you for this opportunity to address our concerns. We look forward to working
with the Commission as it moves forward to eliminate lead poisoning
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Dr. Kimberlydawn Wisdom, MD, MS

Michigan Surgeon General

Chairperson, Childhood Lead Poisoning Prevention and Control Commission
c/of Health Management Associates

120 North Washington Square, Suite 705

Lansing, MI 48933

Dear Dr. Wisdom:

SUBJECT: Department of Environmental Quality Comments — Childhood Lead
Poisoning Prevention in Michigan

Thank you for the opportunity to provide comments to the Childhood Lead Poisoning
Prevention and Control Commission (Commission). The Department of Environmental
Quality (DEQ) strongly supports the Commission’s mission and looks forward to playing
an important role in Michigan’s efforts to address the public health and environmental
challenges posed by lead. The DEQ has been an active participant in this effort fromits ~ . . .
inception, and based on its experiences to date, offers the following observations for the .~ ', ' |
Commission’'s consideration.

The DEQ recognizes that lead exposures resulting from poilution originating outside the
home are typically a small component of the overall lead exposure experienced by
Michigan's children with lead paint exposure being primary. However, as was noted in
the original Childhood Lead Poisoning Prevention Task Force report, lead
contamination exists in the environment from a wide variety of historical and current
sources and is very difficult to relate back to specific sites or activities. The ubiquitous
nature of lead in urban industrial environments will continue to pose significant technical
and palicy challenges for the State of Michigan.

Nonetheless, the DEQ continues to make the identification, control and minimization of
lead exposure a priority across all of its programs. The DEQ's inclusion of lead limits in
a variety of discharge permits, ongoing environmental monitoring for lead in air and
water, and the effort to identify and address specific sites of lead contamination are all.
examples of the DEQ’s commitment. Through these efforts, the DEQ has learned that
any significant effort to reduce lead exposure from environmental lead contamination
will require substantial additional resources.

In particular, the DEQ’s ongoing work fo assess suspected lead smelter sites in the City
of Detroit illustrates the challenges the DEQ faces. The DEQ has been evaluating

CONSTITUTION HALL » 525 WEST ALLEGAN STREET » RO. BOX 30478 « LANSING, MICHIGAN 4B509-7073
www.michigan.goy « (800) 662-9278
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several sifes where lead smelting activities were suspected to have occurred to
determine if significant on- or off-site lead impacts have resulted from those operations.
The DEQ had sought additional staff and project resources for this work in FY 2004, but
did not receive approval, leaving the agency to rely on limited staff and project funding
resources. To date, the DEQ has identified one area, referred to as the Grand Haven
Street Area site, where historical lead smelting activities have resulted in lead levels in
nearby residential soils at levels that exceed applicable cleanup criteria. The DEQ
recently received an appropriation of $1.5 million in FY 2005 Clean Michigan Initiative .
funds for the Detroit Lead Smelter project. However, this funding will not cover the co
remedial costs for the Grand Haven Area Site (estimated to exceed $4 million), letalone . . . ;
needed investigations of eight remaining sites. The DEQ is currently working closely o
with the U.S. Environmental Protection Agency to determine whether federal funding
can be provided to assist with the Grand Haven site. The DEQ’s funding for
environmental investigation and cleanup has now diminished to the point that further
work at suspected smelter sites in Detroit may not be possible. It is important to note
that the DEQ's work on these sites has been confined to the City of Detroit only, Any
state-wide implementation of such efforts will require resources commensurate to the
task.

While resource limitations will compromise our ability to identify and address o
environmental lead contamination problems, the DEQ remains committed to do all it can.

to protect Michigan's citizens from lead exposure. We look forward to working with_the
Commission as it confronts this challenging public health and environmental problem.

Thank you for this opportunity to provide these comments. If you have any questions or
require anything further, please contact Mr. Philip Schraniz, of the DEQ's Remediation
and Redevelopment Division at 517-241-7706, or you may contact me.

Sincerely,

-~ 2’;

Sygo
puty Director
B517-241-7394

cc.  Ms. Janet Olszewski, Director, Department of Community Health
Mr. Steven E. Chester, Director, DEQ
Mr. Andrew W. Hogarth, DEQ
Mr. Philip L. Schrantz, DEQ
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MICHIGAN LEAD SAFE PARTNERSHIP

18581 Jamestown Circle
Northville, Ml 48168

August 2, 2005

Dr. Kimberlydawn Wisdom; Chairperson

Childhood Lead Poisoning Prevention and Control Commission
Department of Community Health

3423 North Martin Luther King Jr. Boulevard

P.O.Box 30195

Lansing, Michigan 48909

Dear Dr. Wisdom and Members of the Commission:

Enclosed is the Michigan Lead Safe Partnership’s (MLSP) testimony for the August 2, 2005
hearing of the Childhood Lead Poisoning Prevention and Control Commission. MLSP is a
partnership of coalitions, organizations, and concerned citizens from across the State of
Michigan.

MLSP is encouraged by the creation of the Commission and is dedicated to lending its support to
all effective efforts to end childhood lead poisoning in the State of Michigan. We will continue
to explore ideas and develop suggestions for submittal to the Commission's staff or to the
Commission at your hearing this fall. If we can be of additional support, please do not hesitate to
contact one of our co-ghairs.

Sincerely,

Glenn Brown Paul Haan

Partnership Co-chair (Southeast Michigan) Partnership Co-chair (West Michigan)
(248) 374-6075 (616) 241-3300

enclosure







Michigan Lead Safe Partnership
testimony to the

Childhood Lead Poisoning Prevention and Control Commission
August 2, 2005

Elimination of Childhood Lead Poisoning by 2010. Prompted by the leadership of the Centers for
Disease Control and Prevention, states across the union have drafted and adopted childhood lead
poisoning elimination plans. These plans are strategies that will assist each state with eliminating this
100% preventable problem by the year 2010. The State of Michigan has adopted such a pian.

it is the concern of the Michigan Lead Safe Partnership, however, that this goal will not be met without a
significantly increased effort to address this problem. While the details of this elimination effort are
certainly fought at the iocal level, there is a clear role for both State and Federal government. The State
of Michigan must adopt creative and aggressive policies that assist local communities with getting
children tested and making sure homes are repaired and made safe for children before they are
poisoned.  The State must provide fair and adequate resources to get the job done. The Michigan Lead
Safe Partnership would like to assist in these efforts. '

Economic Benefit of Preventing Childhood Lead Poisoning. Again and again, research has proven
that the costs associated with preventing childhood lead poisoning provide an overwhelming cost-benefit
to those who invest in prevention.

“In 1989, the CDC estimated that an average of $4,631 was spent on medical care and special education
for each severely lead-poisoned child (BPb 225ug/dL)”’. There were 1,240° children with blood lead.
levels great than 25pg/dL identified between 2000 and 2004 in the State of Michigan. If these 1989
research figures hold true, the cost of medical treatment alone for these children was an estimated
$5,742,440. We can only assume that costs today are significantly greater.

Yet there is more to the equation than medical costs alone. The research literature supplies ample
evidence that childhood lead poisoning has very real costs in terms of education, social services, lost
wages and even corrections.

We know that childhood:ead poisoning has an adverse impact upon cognitive development, specifically
as measured by IQ. ResSearch has tabulated the cost of this negative impact and the costs are
significant. In 2002, fotal annual economic costs for chiidhood lead poisoning were estimated to be $43.4
biltion nationally®. We also know that reduced IQ results in lost worker productivity. 1t is estimated that for
each |Q point lost to lead poisoning, there is a decrease in worker productivity of 1.76-2.38%*.

“Improvements in cognitive ability benefit society by raising economic productivity,
including profits and tax revenues, and by reducing crime and other behaviors with
negative impacts on others. Because society has borne the costs of preventing lead
exposure, through higher prices or lower profits and through public expenditures,
examining the benefits from society’s perspective makes sense.” (Grosse et al. 2002).

Brown MJ. Cost and Benefits of Enforcing Housing Policies to Prevent Childhood Lead Poisoning. Med Decision Making 2002;

Nov-Dec 482-492.

Source: Michigan Department of Community Health. Children less than six years of age only, January 1, 2000 through December

31, 2004, unduplicated.

3 Landrigan PJ, Schechter CB, Lipton JM, Fahs MC, Swariz J. Environmental Pollutants and Disease in American Children:
Estimates of Morbidity, Mortality, and Costs for Lead Poisoning, Asthma, Cancer, and Developmental Disabilities. Environ Health
Perspect 2002; 110(7).

* Grosse SD, Matte TD, Schwartz J, Jackson RJ. Economic Gains Resulting from the Reduction in Children's Exposure fo Lead in

the United States. Environ Health Perspect 2002; 110(6): 563-569.



Even an investment in simple changes to housing policy can bear quick economic returns by preventing
poisonings. According to the research, appropriate and targeted housing code enforcement has been
proven an effective tool in preventing childhood lead poisoning and results in savings from decreased
medical and (special) education costs and increased productivity for protected children (Brown 2002).

Lead poisoning will adversely effect the education of many 1000's of Michigan children and their
preparation for the work force. Clearly, this loss of productivity will be significant to those children and

Michigan’s economy.

The Michigan Lead Safe Partnership encourages the Commission to work with us on developing and
promoting an economic analysis of the cost/benefit of preventing childhood lead poisoning to the State of

Michigan and its citizens.

Specific Action Steps for the Commission. There are very specific action steps that the Michigan
Lead Safe Partnership encourages the commission to take. They are as follows:

Immediate Action

»  Call upon the Michigan Legislature to restore the $500,000 in funding cuts for childhood lead
poisoning prevention being called for in the Senate budget for the Department of Community Health

(DCH). See attachment A

+ Call upon the Michigan Legislature to restore full funding for the Michigan Childhood Immunization
Reqistry (MCIR) and keep this important fool under the management of the DCH. See attachment A

Short Term Action

+ Pass legislation allowing for the integration of childhood lead poisoning blood lead testing activity and

results into the MCIR database. Provide appropriations sufficient to make this change effective by
the end of 2005 (estimated at $200,000). See attachment B
« Strengthen the testing and follow-up requirements through improved legislation and/or rule making.

Make it clear to providers which populations are subject to universal screening and the recommended
periodicity of screening. These populations should include Medicaid and all children residing in the
thirteen high-risk communities as identified by DCH, as well as all children living in high-risk zip
codes. Limit incentives to those providers who do comply with these requirements.

See atfachments C & D.

Long Term Action h
. Create a Public Heglth Trust Fund as called for in the November 2004 Task Force Report. Have the

Trust Fund created By 2006. Secure a minimum of several million dollars (not necessarily state
budget appropriations) in deposits earmarked for childhood lead poisoning prevention by 2007.
Develop funding mechanisms to supply ongoing revenue for childhood lead poisoning prevention by
2007. For example, Michigan should establish fees on sale of paint and other surface coating
materials (similar to that adopted New Jersey and Maine). See attachment E

+  Build upon the 2004 legislation creating a statewide Lead-Safe Housing Registry by enacting
legislation to make the Lead Safe House Registry mandatory for all rental property by 2012. Take a
reasoned, graduated approach, beginning in 2008, that allows rental property owners adequate time
to bring their entire portfolio of pre-1978 housing into compliance. Provide rental property owners
who comply with liabifity protection. Use this registry to prioritize the use of State and Federal
resources for tenant-based rental assistance. The Michigan Lead Safe Partnership is willing to assist
with drafting and supporting legislation to strengthen the housing registry. See attachment F

Michigan Lead Safe Partnership page 2



Attachment A
MICHIGAN LEAD SAFE PARTNERSHIP

18581 Jamestown Circle
Northville, Ml 48168

-DRAFT-
Date

The Honorable Name
MI House/Senate
Address

Lansing, Michigan ZIP

Dear Title Name:

This letter is written to express the concerns of the Michigan Lead Safe Partnership (MLSP) regarding
two current appropriations proposals.

MLSP objects to the proposed $500.000 reduction in funding for childhood lead poisoning in the Senate

appropriations bill for the Department of Community Health (SB 267).
MLSP also objects to the House recommendation to reduce funding for the Michigan Childhood

Immunization Registry (MCIR) by $875.000 and shifting operation of this essential public health tool
from the State to the HMOs.

The proposed 50% funding reduction for childhood lead poisoning c]lJreventicm activities is inconsistent

with the bold steps and visionary actions that were taken by the 92™ legislature in 2004. This reduction in

- funding will compromise many of the legislative strategies just enacted:

¢ Abatement of lead hazards would be severely limited or eliminated.

* Public awareness activities would be severely limited or eliminated.

* Case management for severely lead-poisoned children would be reduced.

* Efforts to buildignd leverage the essential support of local coalitions in eight high-risk
communities would be cut.

* Without effective local coalitions, the ability of communities to capture federal HUD dollars for
abatement of lead hazards would be seriously jeopardized. In recent years, three communities
were assisted with securing $8 million in federal grants.

Michigan is estimated to have the sixth highest number of lead-poisoned children in the U.S. By
continuing the existing funding amounts, Michigan can improve its standing nationally, and continue to
evolve as a leader in efforts to eliminate childhood lead poisoning by 2010—the national goal.

Only 15 percent of the State’s children under age 6 were tested for lead in 2004, Yet for those tested, 2.5
percent had elevated levels of lead in their blood. In some high-risk neighborhoods incidence rates still
exceed 15%. That is one out of every six children permanently and negatively impacted by a preventable
poisoning.

We respectfully call upon you to advocate for reinstating $500,000 in funding for childhood lead

poisoning prevention in the Department of Community Health budget, for a total appropriation of $1
million.

" Michigan Lead Safe Farinership : Attachment A — page 1



Title Lname
07/20/05
Page 2 of 2

Keeping consistent with our concern for all of Michigan’s children, we stand in solidarity with our
colleagues in Flint and request that a grant addressing racial disparity in childhood lead poisoning in that
City be reinstated. Flint is one of the high childhood lead poisoning areas in the state.

The proposal to reduce MCIR funding by $875,000 is inconsistent with the House Appropriations
Committee’s “Results Based Budgeting Framework™ goal that “government will be effective, efficient,
and accountable.” A fully funded, state-managed MCIR is central to ensuring that Michigan’s children
are fully immunized. Since its inception, the MCIR has ensured a steady increase in immunization levels.
Previously identified as the state with the worst immunization rates, today Michigan is in the top third of
all states for immunization levels, with 81 percent.

This is of additional concern to MLSP because the MCIR is being planned for use in childhood lead
poisoning surveillance. With a simple legislative amendment, Michigan could be the first state in the
union to have an integrated electronic registry for childhood lead poisoning surveillance. Linking lead to
the MCIR is ati effective tool that is being urged by doctors, HMOs, public health, communities, parents
and children.

To accomplish this, we respectfully call upon you to advocate for fully restored funding for the Michigan
Childhood Immunization Registry (MCIR) and keeping this essential public health tool under the
management of the Department of Community Health.

Last year, the State of Michigan increased its concerted efforts to end childhood lead poisoning. We have
come a long way in our battle to end childhood lead poisoning in the State of Michigan. We have
identified and executed effective strategies that are greatly reducing the incidence of this preventable
problem. We have reduced the number of children who are impacted by the permanent brain damage
caused by lead poisoning. And we know how to completely eliminate this problem in the near future—a
solution that will retire the need for both current interventions and future remedial services.

We call upon you to Help us finish this work by reinstating these proposed cuts.
If you have any questi0;:=s about this request, please feel free to contact either of us.

On behalf of the Partnership,

Glenn Brown ' Paul Haan :
Partnership Co-chair (Southeast Michigan) Partnership Co-chair (West Michigan)

(248) 374-6075 (616) 241-3300

Michigan Lead Safe Partnership Attachment A —page 2



Attachment B

Fact Sheet
Including Childhood Lead Testing in the
Michigan Childhood Immunization Registry (MCIR)

What is the Michigan Childhcod Immunization Registry (MCIR)?

The MCIR is a statewide database of all childhood immunization activity. Access fo this database is
restricted to healthcare providers, public health, and schools (“read only” access) to ensure all children
are getting the immunizations needed to protect personal and public health. Since its implementation
almost a decade ago, the MCIR has drastically improved childhood immunization rates in Michigan from
some of the worst in the nation to some of the best. It can do the same thing for childhood lead testing.

Why Include Lead?

Pediatricians and physicians are requesting this information.

Avoid the cost of duplicate testing, especially between managed care and public health programs.
Removing uncertainty will encourage more doctors and parents to test children.

The MCIR can be used as a prompt to make sure ALL doctors and parents are following the latest
protocol. :
We have the technology that allows us to have this data at our fingertips. We can give providers th
most current guidelines and data for follow-up care for lead poisoned children.

The State is already mandated o keep comprehensive data on both immunizations and childhood
lead testing. It makes sense to link this data and to maintain one common database, rather than two.
Including lead will help Medicaid payment plans come into compliance the State (PA 55 of 2004) and
federal Medicaid requirement that require fead testing.

Avoid unnecessary stress to parents and children.

Timely and coordinated testing will save the State intervention resources, including the ongoing
educational costs required for children with cognitive impairments.

To protect children from the 100% preventable problem of childhood lead poisoning.

What Needs to Happen?

Two things need to happen in order for childhood lead testing results to be included in the MCIR.

Legislation will need to be passed revising the MCIR. The Iegislation that authorized the MCIR
restricted it to immunizations only. This statute would need to be updated to allow specified
additional uses. ~

Preliminary discussions suggest that it will cost about $200,000 to make the technological
improvements to Ill”g'é the MCIR with the current childhood lead poisoning database (STELLAR). This
one-time cost will allow this system to be fully automated.

Additional Information

The Lead Advisory Committee of the Michigan Department of Community Health has been discussing
the benefit of this change for more than two years now, but legislation has still not been proposed.
The community needs action, and would welcome legislation initiated by elected officials.

Helpful contacts in drafting this legistation would include the following people, both of whom have
researched the needed changes to make this proposed change functional;

~ Doug Paterson, patersond@michigan.gov

- Therese Hoyle, hoylet@michigan.gov

Prepared by: Paul Haan, Get fthe Lead Out! Project Coordinator
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PUBLIC HEALTH CODE (EXCERPT)
Act 368 of 1978

333.9207 Childhood immunization registry; establishment; purpose; confidentiality and disclosure
requirements; use of information.

Sec. 9207.

(1) The department shall establish a registry, to be known as the "childhood immunization registry”, to
record information regarding immunizations performed under this part. The depariment shall enter
information received under sections 2821 and 82086 in the registry.

(2) The information contained in the childhood immunization registry is subject to the confidentiality and
disclosure requirements of this section and sections 2637 and 2888 and to the rules promulgated under
section 9227. The department may access the information contained in the childhood immunization
registry when necessary to fulfill its duties under this part.

(3} The department shall use the information in the childhood immunization registry only for immunization
purposes. The department shall delete information in the childhood immunization registry pertaining to an
individuatl child immediately upon the child reaching the age of 20. _ '

History: Add. 1996, Act 540, Imd. Eff. Jan. 15, 1997
Popular Name: Act 368

© 2004 Legislative Council, State of Michigan
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Attachment C

From the 11/16/04 Final Report of the
Task Force to Eliminate Childhood Lead Poisoning

Attachment A, p. {ii

Focus Area II: Identifying Those at Risk

Issue Recommendation
Assure compliance with A) Assure compliance with existing requirements /recommendations for lead testing.
existing requirements/ 1. Identify barriers to testing by primary care providers; develop policies and
recommendations practices to eliminate barriers to testing in provider offices.
2. Assure that providers understand that collecting specimens and/or packaging
/mailing of blood lead samples can be completed without being CLIA
certified. Providers should be strongly encouraged to complete specimen
collection in their offices.
3. Utilize and share information regarding the availability of the Michigan
Department of Community Health laboratory for commercial/public use at
$11 per analysis.
4. Provide incentives for providers to comply with testing
requirements/recommendations.
5. Assure that Medicaid Health plans test all enrolled children for lead at 1 & 2

years of age.

B) Provide incentives for parents to comply with testing
- .| requirements/recommendations.

C) Strictly enforce Early and Periodic Screening, Diagnosis, Treatment (EPSDT)
screening requirements. '

Michigan Lead Safe Partnership

Aftachment C
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BN ORIGINAL CONTRIBUTION

Follow-up Testing Among Children
With Elevated Screening Blood Lead Levels

Alex R. Kemper, MD, MPH, MS
Lisa M. Cohn, MS

Kathryn E. Fant, MPH

Kevin J. Dombkowski, DrPH
Sharon R. Hudson, RN, MSN, CNM

N 1997, THE CENTERS FOR DISEASE
Control and Prevention (CDC)
changed the recommendation for
childhood lead poisoning preven-
tion from near-universal testing of all
children to targeted testing based on the
risk of lead exposure.*? This change was
motivated by the decrease in the preva-
lence of lead poisoning because of the
success of primary prevention strate-
gies, such as the removal of lead from
paint and gasoline.®> The CDC di-
rected states to develop plans for lead
testing according to local risk.! Test-
ing was also recommended for chil-
dren according to the results from a
standardized risk-assessment question-
naire and for those enrolled in public-
assistance programs (eg, Medicaid; the
Supplemental Food Proggam for
Women, Infants, and Children).!

An expected benefit of switching to
risk-based lead testing, also referred to
as lead screening, was to allow greater
health care resources to be directed to
individuals at greatest risk for lead poi-
soning. In 1997 and again in 2002, the
CDC outlined the role of child health
care providers after an elevated screen-
ing blood lead level (=10 pg/dL [0.48
pmol/L]): all elevated screening blood
lead test results require diagnostic con-
firmation, and because capillary sam-
pling has been associated with false el-
evations, only venous blood should be

See also p 2274 and Patient Page.

2232 JAMA, May 11, 2005—Vel 293, No. 18 (Reprinted)

Context Follow-up testing after an abnormal screening blood lead level is a key com-
ponent of lead poisoning prevention.

Objectives To measure the proportion of children with elevated screening lead lev-
els who have follow-up testing and to determine factors associated with such care.

Design, Setting, and Participants Retrospective, observational cohort study of
3682 Michigan Medicaid-enrolled children aged 6 years or younger who had a screen-
ing blood lead level of at least 10 pg/dL (0.48 pmol/L) between January 1, 2002, and
June 30, 2003.

Main Outcome Measure Testing within 180 days of an elevated screening lead
level.

Results Follow-up testing was received by 53.9% (95% confidence interval [Cl],
52.29%-55.5%) of the children. In multivariate analysis adjusting for age, screening
blood lead level results, and local health department catchment area, the relative risk
of follow-up testing was lower for Hispanic or nonwhite children than for white chil-
dren (0.91; 95% CJ, 0.87-0.94), for children fiving in urban compared with rural areas
(0.92; 95% Cl, 0.89-0.96), and for children living in high- compared with low-risk
lead areas (0.94: 95% CI, 0.92-0.96). Among children who did not have follow-up
testing, 58.6% (95% Cl,56.3%-61.0%) had at least 1 medical encounter in the 6-month
period after the elevated screening blood lead level, including encounters for evalu-
ation and management (39.3%; 95% Cl,36.9%-41.6%) or preventive care (13.2%,
95% Cl, 11.6%-14.8%).

Conclusions The rate of follow-up testing after an abnormal screening blood lead
level was low, and children with increased likelihood of lead poisoning were less likely
to receive follow-up testing. At least half of the childrenhad a missed opportunity for
follow-up testing. The observed disparities of care may increase the burden of cog-
nitive impairment among at-risk children. :

JAMA. 2005;293:2232-2237 WWW.jama.com

used for confirmation.** The urgency for
confirmatory testing varies according to
the initial level, from 3 months for lev-
els 10 to 19 pg/dL (0.48-0.82 pmol/L)
to emergently for children with levels of
at least 70 pg/dL (3.38 pmol/L). Once
the level is confirmed, repeated testing
is recommended, with a frequency rang-
ing from as soon as possible for those
with levels of at least 45 pg/dL (2.17
ymol/L) to 3 months for those with lev-
els from 10 to 14 pg/dL {0.48-0.67
pmol/L) to ensure that the blood lead
level is not increasing and, if appli-
cable, is responding to intervention.* Of
note, any repeated testing that occurs af-

ter a 6-month break is considered to be
a screening test, regardless of the pre-
vious lead level, and would therefore re-
quire confirmatory testing and subse-
quent repeated testing as necessary.
Lead poisoning prevention is a col-
laborative effort between primary care
clinicians and public health agencies.

Author Affiliations: Chitd Health Evaluation and Re-
search Unit, Division of General Pediatrics, Univer-
sity of Michigan, Aan Arbor (Drs Kemper and Dom-
bkowski and Mss Cohn and Fant); and Childhood Lead
Poisoning Prevention Program, Michigan Depart-
ment of Community Health, Lansing {Ms Hudson).
Corresponding Author: Alex R. Kemper, MD, MPH,
MS, 6E18300 N Ingalls Bldg, Ann Arbor, Mi 48109-
0456 {(kempera@med.umich.edu).

©2005 American Medical Association. All rights reserved.

Downloaded from www.jama.com at Taubman Medical Library, on June 2, 2005
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Primary care clinicians should ensure
that children are appropriately screened
for lead poisoning as part of routine pre-
ventive care and then receive fol-
low-up testing and care as necessary.
State and local public health depart-
ments provide and coordinate ser-
vices for children identified with lead
poisoning {eg, environmental investi-
gation, lead abatement). In some com-
munities, public health departments
also offer blood lead testing, usually for
children who do not have a regular
source of medical care.

Because of the harm of even modest
elevations in blood lead level? signifi-
cant efforts have been made to im-
prove screening among at-risk chil-
dren. However, screening is effective
only with appropriate follow-up care,
No previous population-based study has
evaluated the care that children re-
ceive after having an elevated screen-
ing blood lead level.

To begin to understand the care pro-
vided to children after an elevated
screening blood lead level, we chose to
focus on one component of care: fol-
low-up blood lead testing. We based our
study in Michigan because this state has
areporting mechanism for all blood lead
levels, regardless of result, and com-
pared with other states, Michigan has
a high number of children with lead
poisoning.® We chose to study Medic-
aid-enrolled children because they are
at high risk for lead poisoning’ and be-
cause demographic and heal#i care use
data are available for these children.

METHODS

Study Design

We performed a retrospective cohort
study of children aged 6 years and
younger who had an elevated blood lead
level (=10 pg/dL [0.48 pmol/L]) be-
tween January 1, 2002, and June 30,
2003, in Michigan and who were con-
tinuously enrolled in Michigan Med-
icaid during the 180-day period after the
elevated blood lead level. Because we
were interested in newly identified cases
of lead poisoning, we excluded chil-
dren who had an elevated blood lead
level reported in 2001.

©2005 American Medical Association. All rights reserved.

FOLLOW-UP OF ELEVATED LEAD LEVELS

For each child, we identified the first
elevated blood lead level during this 18-
month period. We then ideritified any
other blood lead testing during the sub-
sequent 180 days. We chose 180 days
because blood lead testing after a
6-month break is considered to be a
new screening test and because fol-
low-up blood testing, regardless of the
initial blood lead level, should occur
earlier.! All medical encounters dur-
ing this 180-day period were identi-
fied to determine missed opportuni-
ties for follow-up testing,

This study was approved by the Uni-
versity of Michigan Medical School in-
stitutional review board, which waived
informed consent for this retrospec-
tive study.

Data Sources

Demographic, enrollment, and encoun-
ter data were obtained from Medicaid
program administrative files and were
linked to blood lead results collected by
the Michigan Départment of Commu-
nity Health (MDCH). Each laboratory
in Michigan has been required since
1997 to report alk blood lead results to
the MDCH. The laboratories supply
identifying information abous each in-
dividual tested (eg, name, address, birth
date, Medicaid number), coliection
date, blood lead level result, and the
method of specimen sampling (eg, ve-
nous, capillary). These data are en-
tered into an electronic file that is sub-
sequently linked through a complex
algorithm to other data sets main-
tained by the state, including the Med-
icaid program files.

Bull Services conducted an internal
study in 2002 commissioned by MDCH
that found the linkage process across
all data sets to be more than 99% ac-
curate, with 0.4% false matches and

- 0.3% false nonmatches (written com-

munication, Tom Rothan, June 2004,
This study was undertaken to test the
accuracy of the match for purposes of
overall calibration of the Unique Cli-
ent Identifier system. Bull Services Inc
believes the study was accurate for that
purpose. It was based on a sampling of
data and reflected the data sets at the

time of the study [2002]. The results
of the study were not intended as a
guarantee or warranty of accuracy for
any selected maiching process using
Unique Client Identifier at that time or
in the future).

Outcomes Measured

The main outcome measures of this
study were the proportion of children
who had at least 1 follow-up test dur-
ing the 180 days after an elevated
screening blood fead level and the num-
ber of missed opportunities among
those children who did not have any
other follow-up testing. We deter-
mined missed opportunities by using
claims data, classifying encounter types
according to Current Procedural Ter-
minology code.® Medical encounters
were classified as visits for evaluation
and management (99201-5, 99211-5,
09354-5), preventive care (99381-3,
09391-3), emergency care {99281-5),
consultation (99241-5), and inpatient
care (99221-3, 99231-6, 99251-5,
99261-3, 99291-9, 99346-7). We also
evaluated the relationship between the
screening blood lead level and the first
follow-up test result.

independent Variables

Certain demographic factors are asso-
ciated with the risk of lead poisoning,
including age, race or ethnicity, urban
or rural status, and local risk of lead ex-
posure.™ We hypothesized that chil-
dren with increased likelihood of hav-
ing elevated blood lead levels (eg,
younger children, nonwhite children,
children living in urban areas or in com-
munities with a high risk of lead expo-
sure} would also have a greater likeli-
hood of follow-up testing after an
elevated screening level. We also hy-
pothesized that there would be differ-
ences in follow-up testing rates across
local public health department catch-
ment areas. Although there is varia-
tion in the proportion of children with
elevated blood lead levels across the
catchment areas, all local public health
departments in Michigan share respon-
sibility with private practitioners in co-
ordinating services for children with
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lead poisoning. Finally, we hypoth-
esized that follow-up would be greater
among children who had an initial cap-
illary sample or who had higher initial
blood lead levels. -

In our analysis, we dichotomized race
or ethnicity as non-Hispanic white and
Hispanic or nonwiite according to clas-
sification by parents on Medicaid en-
rollment forms. Address in the calen-
dar year of the screening test was used
to classify urban or rural status, lead-
exposure risk, and health department
catchment area.

Urban residence was classified ac-
cording to metropolitan statistical areas
(MSAs), as defined by the US Census Bu-
reau.’® Each MSA is formed around an
urbanized area of 50 000 or more in-
habitants and includes adjacent com-
munities if they are economically or so-
cially integrated to the urbanized area.
Each MSA is composed of 1 or more
counties. In Michigan, 26 of the 83 coun-
ties are classified as being in an MSA.

Children were considered to have a
high risk of lead exposure according to
Michigan’s targeted screening plan,
which categorizes ZIP code areas by the
incidence of lead poisoning, the stock
of older houses, and the proportion of
children living in poverty.' I cases of
incomplete address information, we
used the ZIP code from the following
or preceding calendar year in our data
set for risk classification. We per-
formed a sensitivity analysis to test the
validity of this assumption by reana-
lyzing the data, omitting children with
missing ZIP code data.

There are 45 local health depart-
ments in Michigan. To evaluate the
effect of health department, we com-
pared the rates of follow-up testing in
the 2 local health departments that had
the largest number of children with
elevated screening blood lead levels
with that of the other local health
departments.

Otherindependent variables were the
blood sample type (ie, capillary, venous)
and the value of the screening blood lead
level. We categorized blood lead level
to reflect recommended treatment:
10 to 19 pg/dL (0.48-0.92 pmol/L) (fol-

2234 JAMA, May 11, 2005—Vol 293, No. 18 (Reprinted)

Iow-up lead monitoring and educa-
tion), 20 to 4 pg/dL (0.97-2.13 pmol/L)
(as per lower levels plus environmen-
tal investigation and abatement, and
neurodevelopmental monitoring), and
at least 45 pg/dL (2.17 pmol/L) (as per
lower levels plus chelation therapy).**
Throughout, to convert blood lead lev-

* els to pmol/L, multiply values by 0.0483.

Statistical Analysis

Confidence intervals (Cls) were based
on a normal distribution for continu-
ous variables and on a binomial distri-
bution for categorical variables. We
used 3 measures to evaluate the asso-
ciation between each independent vari-
able and likelihood of follow-up test-
ing; the proportion of children at each
level of the variable that had fol-
low-up testing, the unadjusted rela-
tive risk (RR) of follow-up testing, and
the adjusted RR of follow-up testing.
Modified Poisson regression was used
to determine the adjusted RRs and their
CIs.12 Variables were also compared
with Pearson x? test for categorical vari-
ables or t test for continuous vari-
ables. Cbservations with missing data
were excluded from bivariate and re-
gression analyses. All reported P val-
ues and Cls are 2-sided. P<.05 was
considered to indicate statistical sig-
nificance. Stata 8.2 software (Stata-
Corp, College Station, Tex) was used
for all analyses.

RESULTS

Study Population and
Demographic Characteristics

There were 5175 Medicaid-enrolled
children who had a bloed lead level of
at least 10 pg/dL (0.48 pmol/L) be-
tween January 1, 2002, and June 30,
2003. Of these, 3682 (71.2%) did not
have an elevated blood lead level dur-
ing 2001 and were therefore included
in this analysis.

The demographic characteristics of
these children are listed in TABLE 1. For
all but 148 of the children (96.0%), we
used ZIP code data from the calendar
year of the screening test. For the re-
mainder, we used ZIP code data for the
other year during the study period.

One- and 2-year-old children ac-
counted for slightly more than half of
the children with elevated blood lead
levels. Most children were Hispanic or
nonwhite, lived in urban areas, and had
high risk of lead exposure.

Race and ethmicity and risk of lead ex-
posure were clustered by urban or ru-
ral residence. Compared with rural areas,
urban areas had a greater proportion of
Hispanic or nenwhite children (88.8%
vs 21.0%; P<.001} and a greater pro-
portion of children with high risk of lead
exposure (96.1% vs 84.9%; P<.001).

Most of the children lived within dis-
tricts served by either of 2 local public
health departments, both serving ur-
ban areas but on opposite sides of the
state. One served the area in which
67.0% of the children lived, and the
other served the area in which 14.0%
of the children lived.

Screening Blood Lead Level

The screening test was based on a cap-
illary sample for 1543 (41.9%) of the
children, a venous sample for 2138
(58.1%) of the children, and un-
known for 1 child. The mean blood lead
level did not vary according to blood
sample type (capillary, 14.7 ng/dL; ve-
nous, 14.4 pg/di; P=.11). TABLE2 lists
the categorized distribution of blood
lead levels stratified by blood sample
type, differences in the distribution were
not statistically significant (P=.39).

Follow-up Testing
Overall, 53.9% (95% CI, 52.2%-
55.5%) had follow-up testing within
180 days of their elevated blood lead
screening test, with a mean of 68.5 days
(95% CI, 66.3-70.6 days). The mean
number of days before the first fol-
low-up test was shorter for capillary
(51.5 days; 95% Cl, 48.5-54.4 days)
than for venous screening tests (83.7
days; 95% CI, 80.8-86.6 days} and for
higher screening blood lead levels
(10-19 pg/dL: 73.2 days {95% C1,70.8-
75.6 days]; 20-44 pg/dL: 49.2 days [95%
Cl, 44.4-54.1 days]; =45 pg/dL: 10.0
days [95% CI, 5.9-14.0 days]).

Most follow-up tests were done with
venous samples (n=1789; 90.2%), in-
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cluding 88.4% of the screening tests that
used capillary samples (n=829). Mean
follow-up blood lead levels were 3.6
pg/dL (95% CI, 3.0-4.2 pg/dL) lower
than the screening blood lead level. The
mean change was greater for capillary
(6.6 igrdL,; 95% Cl, 6.0-7.1 pg/dL) com-
pared with venous screening tests (3.0
pe/dL; 95% CI, 2.6-3.3 pg/dL).

On follow-up testing, 47.5% (95% CI,
45.2%-50.0%) of the children still had
elevated blood lead levels. Children
with screening tests using venous blood
compared with capillary blood were
more likely to have an elevated lead
level on follow-up testing (60.1% vs
33.4%; P<.001). Regardless of blood
sample type, higher screening levels
were associated with a greater likeli-
hood of an elevated follow-up blood
lead level (10-14 pg/dL: 32.8%; 15-19
pg/dL: 64.6%; =20 pg/dL: 77.8%;
P<.001}.

Predictors of Follow-up Testing
Table 1 lists the proportion, unad-
justed RR, and adjusted RR of fol-
low-up testing by each of the indepen-
dent variables. Although higher
screening levels were associated with
increased rates of follow-up testing, not
all children in the highest category, at
least 45 pg/dL, had follow-up testing.
Children who had screening with cap-
illary blood or who had a higher screen-
ing blood lead level had a greater like-
lihood of follow-up testing. ,

The likelihood of follow-uy testing
decreased with increasing age after 2
years (P<.001). The likelihood of
follow-up testing was lower for His-
panic or nonwhite children (P<<.001),
for children with urban residence
(P<.001), and for children with high
lead-exposure risk (P=.003). Chil-
dren living within the area served by the
first local public health department had
a lower likelihood of follow-up testing
than those served by other health de-
partments {P<.001). In contrast, chil-
dren served by the second local public
health department had a greater like-
lihood of follow-up testing than other
health departments (P<<.001} {Table 1).
The association between follow-up and

©2005 American Medical Association. All rights reserved.
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S
Table 1. Characteristics of the Study Population and the Associated Likefihood of Follow-up

Testing (N = 3682)

Likelihood of Follow-up Testing

Relative Risk
Distribution, Proportion I Unadjusted Adjusted o
Characteristic No. (%) (95% Cl) (895% Cli) {85% Ci)*
Age.% 130 (3.5) 58 (49-67) 0.98{0.85-1.i15) 0.95(0.92-0.99}
1 1280 (34.8) 59 (67-62) 1.00 1.00
2 827 (22.5) 57 {53-60) 0.96{0.89-1.03) 1.02(i.01-1.03)
3 834 (17.2) 53{49-57) 0.90(0.82-0.88) 0.96{0.95-0.97)
4 552 (15.0) 45{41-50) 0.76(0.69-0.84) 0.85(0.8i-0.89)
5 204 {5.5) 37 (31-44)  0.63(0.52-0.75) 0.71 0.71-0.71)t
6 55 (1.5) 22(12-35) 0.37 (0.22-061) 0.43(0.42-0.43)t
Race/ethnicityt:
Non-Hispanic white 479(13.0) 66(61-70) 1.00 1.00
Hispanic or nonwhite 3178 (86.3) 52{(50-54) 0.79(0.74-0.85} 0.91(0.87-0.94)
Residence
Rural 100(2.7) 67 (57-78) 1.00 1.00
Urban 3682 {(97.3) 53(52-55) 0.80{(0.69-0.92) 0.92(0.89-0.96)
Lead exposure riski
Low 156 {4.2} 65 (57-73} 1.00 1.00
High 3525(95.7) 53(52-55) 0.82(0.72-0.92) 0.94(0.92-0.96)
Local public health depariment
area] 2466 {67) 48 (46-50) 0.81(0.76-0.88; (.88 (0.86-0.89)
2 517 (14) 75(71-78) 1.26(1.17-1.37) 1.20{1.17-1.22)
All others - 699 (19} 59(65:63) 1.00 1.00
Initial blood sample typet
Venous 2138 (58.1) 49{(47-51) 1.00 1.00
Capillary 1543{41.9) 61(58-63) 1.24{1.17-1.32) 1.11{1.05-1.16)
Initial blood tead level, pg/dL
1019 3205(87.1) 51{49-53) 1.0 1.00
20-44 445 (12.1)  71(67-75) 1.39(1.30-1.49} 1.36(1.34-1.39)
=45 32(0.9) 94 (79-99) 1.84(1.67-2.02) 1.82(1.81-1.82)t

SI conversion factor: Te convert blood lead levels to pmol/L, multiply values by 0.0483.
*Adjusted for age, screening blood lead level resulls, and local public health department catchment area.

TiNamow confidence interval (Cl) because of rounding.

FMissing data: race/ethnicity {n = 25), lead exposure risk (n = 1}, and initial blcod sample type [n = 1},

these demographic factors persisted af-
ter multivariate adjustment.

Sensitivity Analysis

Omitting cases with missing ZIP code
data in the year of testing had no sig-
nificant effect on the overall rate of fol-
low-up testing, the proportion of chil-
dren in low- or high-risk areas for lead
exposure who had follow-up testing, the
unadjusted risk of follow-up testing by
Tead-exposure risk, or any of the ad-
justed RRs for follow-up testing.

Missed Opportunities
for Follow-up Testing
Among individuals who did not have
follow-up testing, 58.6% (95% CI,

L]
Table 2. Distribution of Screening Blood
Lead Levels by Blood Sample Type

Capillary,

Venous,

No. (%) No. (%)
Level, pg/dL (n = 1543)* {n =2138)*
10-19 1331 {86.3) 1873 (87.6)
20-44 196 {12.7) 249 (11.7)
=45 16 (1.0} 16 (0.8)
Siconversion factor: To convert biood lead levels to pmolL,

multiply values by ¢.0483.

*The blood sample typa for 1 obssrvation, with a level of
18 pg/dL, was unknown, Differences in the distribution
by blood sample type were not statistically significant
P =.39)

56.3%-61.0%) had at least 1 medical en-
counter during the 180 days after the
elevated screening blood lead level, with
a mean of 2.3 (95% CI, 2.1-2.4) en-
counters among those who had any
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subsequent encounters. The most corn-
mon type of medical encounter was for
evaluation and management {39.3%;
95% CI, 36.9%-41.6%); however, 13.2%
(95% Cl1, 11.6%-14.8%) had at least 1
preventive care visit, and 26.7% {(95%
Cl, 24.6%-28.8%) had an emergency
department visit. Outpatient consulta-
tions (2.6%; 95% CI, 1.9%-3.4%) and
hospitalizations (2.4%, 95% CI, 1.7%-

'3.19%) were rare. Among individuals

who did not have follow-up testing,
11.4% (95% CI, 10.0%-12.99%) had an
emergency department visit as their
only medical encounter in the 180 days
after the initial elevated blood lead level.

COMMENT

This is the first population-based study,
to our knowledge, of follow-up after an
elevated screening blood lead level. Al-
though we cannot comment on other in-
terventions that these children may have
received for their elevated blood lead
level, follow-up testing is the corner-
stone of lead poisoning management and
an essential component of secondary
prevention.™* We found that nearly half
of the children in this study had no fol-
low-up testing 6 months after an el-
evated screening blood lead level re-
sult. Furthermore, those children with
the greatest risk of lead poisoning ac-
cording to demographic factors, includ-
ing nonwhite children, those living in
urban areas or in communities with a
high risk of lead exposure, and those liv-
ing in the local public healthidepart-
ment catchment area with the greatest
number of elevated screening blood lead
levels, were the least likely to have fol-
low-up testing. Multivariate modeling
demonstrated that these effects are in-
dependent; the more demographic risk
factors a child had, the less likely the
child was to receive follow-up testing.
These findings suggest a lack of con-
nection between federal efforts to elimi-
nate childhood lead poisoning® and cur-
rent lead screening practices.

The lack of follow-up testing is likely
to have a significant clinical effect. Even
modestly elevated blood lead levels have
been associated with intellectual im-
pairment.’ Nearly half of the individu-

2236 JAMA, May 11, 2005—Vol 293, No. 18 (Reprinted)

als with follow-up testing had persis-
tently elevated blood lead levels. We
suspect that the proportion of chil-
dren with persistently elevated levels
may be even higher in those without fol-
low-up testing because of their greater
risk of lead poisoning. The differential
pattern of follow-up testing may fur-
ther disadvantage minority children.

Our study has several limitations. We
are unable to determine the cause of the
low rate of follow-up testing or its in-
equitable pattern. Our findings could
be biased by inaccuracies in the Med-
icaid enrollment files, including clas-
sification of race and ethnicity. We clas-
sified children’s residence according to
a single address and did not consider
the effect of changing residences. Our
classification of urban or rural status
does not allow us to understand neigh-
borhood-level effects. Finally, we are
unable to specify the site of screening
or follow-up testing,

Under the current system, primary
care providers are responsible for fol-
low-up testing as part of the care pro-
vided within the medical home, with
local health departments primarily co-
ordinating treatment for children with
confirmed lead poisoning, Loss of medi-
cal follow-up does not itself account for
the low rate of follow-up testing, More
than half of the children with no fol-
low-up testing had medical encoun-
ters in the 6 months after their el-
evated screening blood lead level result,
However, at least 10% of these encoun-
ters were outside of the primary care
setting, where there may be no knowl-
edge of the elevated screening level and
follow-up lead testing is unlikely to oc-
cur. To minimize loss to follow-up be-
cause of poor information sharing, New
York City has recently integrated blood
lead test resulis into their immuniza-
tion registry.* A similar approach has
been proposed in Michigan.”®

Information-related barriers are
unlikely to solely account for the
observed disparities. We suspect that
elevated screening blood lead levels in

children perceived to be at low risk -

may attract extra attention, In contrast,
care may be less aggressive in high-risk

populations if lead poisoning is not
considered unusual or if resources for
optimal care (eg, environmental inves-
tigation, lead abatement) are insuffi-
cient. Inadequate guideline adherence
is not unique to childhood lead poi-
soning prevention.'s!® Future research
is needed to understand the specific
barriers to optimal care for children
with elevated screening blood lead lev-
els and to clearly define the responsi-
bilities of public and private health
care practitioners.

Childhood lead poisoning is com-
mon, affecting 2% of US children aged
1 through 5 years.® Furthermore, Med-
icaid-enrolled children have a 3-fold
greater risk.” Carrent federal plans call
for the elimination of childhood lead
poisoning by 2010, primarily through
secondary prevention.!* In this first-
population-based study of the out-
comes of screening, we found that half
of Medicaid-enrolled children with an
elevated blood lead level have no fol-
low-up testing, and those children at
greatestrisk of having an elevated blood
lead level are less likely to receive fol-
low-up testing, Because each state
handles lead poisoning prevention dif-
ferently, we do not know whether these
results are generalizable to other states.
We hope that our findings lead other
states to perform similar assessments,
To maximize cognitive development in
these children, it is crucial to improve
follow-up and to understand and de-
velop interventions to overcome these
unexpected disparities in care.
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Author in the Room

Join the author of this article on Wednesday, May 18,
2005, from 2 to 3 pM Eastern time for “Author in the
Room,” an interactive conference call aimed at clos-
ing the gap between knowledge—what is published
in this article—and action—how much of this knowl-
edge can be put into your actual practice. This call,
facilitated by clinical experts, should help readers an-
swer their questions and consider the implications of
the study results for their practice. We will be study-
ing the degree to which readers who participate re-
port implementing this change within their practice,
and participants will be asked to complete 3 short sur-
veys (at registration, immediately after the call, and
3 months after the call), which will assess clinical
application.

Author in the Room is brought to you by JAMA and
the Institute for Healthcare Improvement, with gen-
erous support from The Robert Wood Johnson Foun-
dation.

Please register early for this innovative initiative as
there is no fee for the first 200 callers. After the first
200 callers, a $55 fee per line will apply. For more in-
formation or to register for “Author in the Room,”
please vistt hitp://www.ihi.org/IHI/Programs
/ConferencesAndTraining/Author+in+the+Room
Jhtm.
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Attachment E

From the 11/16/04 Final Report of the
Task Force to Eliminate Childhood Lead Poisoning

Priority Recommendation #3, pp. 5-6.

. 3. The Governor should establish a public health trust to serve as a repository for a variety of potential
revenues in order to provide a stable ongoing funding stream for the prevention of lead poisoning in
children as well as lead remediation and control activities. It is further recommended that the trust
be established by legislation or executive order.

Securing adequate funding to address lead poisoning is essential if Michigan is to achieve the goal of
eliminating lead poisoning in children by 2010. A Public Health Trust could serve as the repository for a
variety of revenues that would be utilized for prevention of childhood lead poisoning and addressing

- environmental hazards. :

In addition to sources of federal funding found in Attachment E (of the 11/16/04 Final Report of the Task
Force to Eliminate Childhood Lead Poisoning), other potential funding sources include: fees generated by
building and remodeling permits; refinancing transaction fees; fees on paint sales; fees on licenses for
building and remodeling contractors; grants from federal and state agencies; foundation grants; donations
from corporations and individuals; fees from training programs for Lead Inspectors and Risk Assessors;
out-of-court settlements and state General Funds.

A Public health Trust could hold both restricted (designated by donor or funding agency) and non-restricted
funds that could be utilized for a variety of activities to prevent the exposure of children to lead hazards
(primary prevention) as well as remediation and control activities designed to reduce environmental

hazards. The initial cost of establishing a Public Health Trust, including legal fees and marketing the Trust .
to potential donors, is $150,000. The annual cost of administering the Trust is estimated to be 10-15% of
revenues,

Michigan should establish fees on sale of paint and other surface coating materials. This new legislation
would be similar to that adopted by New Jersey in 2004 and Maine in 2005. The intent is to finance an
array of lead poisoning prevention services such as those that the Task Force identified on page 10 of its
final report.
As the Task Force reviewed the recommendations, it was determined that a multifaceted approach must be
implemented to achieve the national and state goals of the elimination of lead poisoning by the year 2010.
Four major focus areas emerged from this discussion and all recommendations developed by the Task
Force and Subcommittees were identified as relating to one of the four focus areas:

eliminating lead hazards in housing;

expanding testing of children to determine their blood lead status;

assuring capacity to serve children who may need special medical and educational services; and
identifying resources to provide a stable funding stream to address lead hazards and lead
poisoning.

These four focus areas became the foundation for operationalizing strategies that will result in a lead-safe
environment for the children of Michigan."
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Attachment F

Sample Mandatory Lead-Safe Housing Registry - State of Maryland

www.leadsafe.org/Maryland_laws/Env6-8/Env6-8_summary.htmi

Maryland Reduction of Lead Risk in Housing Program
(Maryland Code: Environment, Sections 6-801 - 6-852; Article 48A, Sections. 734-737; Real Property,
Sec, 8-208.2)

In 1994 the General Assembly established the Lead Poisoning Prevention Program for the purpose of
reducing the incidence of childhood lead peisoning while maintaining the stock of affordable rental
housing. This program requires owners of older residential properties to meet certain risk reduction
standards while providing the protection of limited liability for owners who comply. In addition, it provides
a mechanism for potentially more affordable insurance for rental units. The Program is administered by
the Maryland Department of the Environment. :

Definitions:
e "Person at Risk" - A child under the age of six {(6) or a pregnant woman who resides or regularly
spends at least twenty-four (24) hours per week in an affected property.
* "Resident" - A tenant residing in the unit for more than thirty (30) days or a child under the age of
six (6) spending more than twenty-four {24) hours per week in the unit,
The owners of all rental dwelling units built before 1950 must comply with this law. Owners of units buiit
between 1950 and 1978 may choose to comply and thus benefit from limited liability protection.

The law exempts rental units owned or operated by federal, state or local government or by a public,
quasi-public, or municipal corporation, provided the property is subject to standards that are at least as
strict as the standards established by this law.

To obtain liability protection, owners must do the following:
Register all rental dwelling units with the Maryiand Department of the Environment before
December 31, 1995. Owners who acquire affected property after that date must register within
thirty (30) days after acquisition.

2. Beginning February 24, 1996, Property Owners must provide the following two pamphiets to all
occupied unifs:.a) "Protect Your Family From Lead In Your Home" and, b) "Lead P0|somng
Prevention Notlce of Tenant's Rights," and notify tenants of lead hazards that may be in their
units. Materials#hust go out to all occupied units. Property Owners may distribute 25% per
quarter through the first year. All tenants must be given these materials by February 24, 1997.
These materials are available from the Coalition or your local public library.

3. Meet specific Risk Reduction Standards upon each change in tenant occupancy before the unit is
re-rented. These standards can be met by either
a) passing a lead dust "clearance test"
or
b} undertaking appropriate lead hazard reduction treatments such as:

+ removing chipping, peeling, or flaking paint,
» stripping and repainting, replacing or enclosing interior window sills with approved
materials,
* making bare floors smooth and cleanable.
4. Have all "treated" units certified by a MDE-accredited visual inspector.
Lists of Certified Inspectors may be obtained from the Coalition.

5. Comply with the Modified Risk Reduction Standards when notified of certain conditions such as
damaged paint, structural defects, or the presence in the unit of a child with elevated blood lead
levels. Tenants are given the right to send Notices of Defects which trigger the performance of
the Modified Risk Reduction Standards within thirty (30) days, in most cases.
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6. By February 24, 2001 certify that at least 50% of the owner's rental units have received Fuill Risk
Reduction Treatments, and by February 24, 2006 certify that 100% of the units have received Full
Risk Reduction Treatments.

Registration

Registration must be renewed annually, and any change in ownership, management, or insurance must
be reported within thirty (30) days. Registration forms are open for public inspection, but the Department
may not provide a list of properties owned by an individual landlord. However, the Department must
disclose, upon request, whether the landlord has registered and complied with certain compliance
standards {including the percentage requirements for inventory cleanup). Each time occupancy changes
after the first time, the dweiling unit must meet the Full Risk Reduction Standards prescribed by the
Department.

Owners are responsible for the cost of temporarily relocating tenants because of a required cleanup,
however, tenants are still required to meet normal rent requirements during that time unless an Escrow
Action has heen filed.

New Tenancy

At the beginning of a new tehancy, the owner must give the tenant the mandated educational materials:
a) "Protect Your Family From Lead In Your Home" and, b) "Lead Poisoning Prevention - "Notice of
Tenants' Rights" prescribed by the Department. New notices and packets must be given to all tenants
every two years if there is no change in occupancy. Notices and packets must be sent by certified mail or
by a verifiable delivery method.

Repairs and Maintenance

If an owner of affected property undertakes repairs or maintenance that will disturb the paint on any
interior surfaces, the owner must make reasonable efforts to ensure that all "persons at risk" are removed
from the property while the work is being done, and to ensure that all other persons are not present in the
area where the work is being done. Work must be done in a lead-safe manner as specified by Maryland
Department of the Environment Regulations (please call the Coalition if you have questions).

Tenant must allow reascnable access so that work can be done.

if it is necessary that the tenant vacate the property for twenty-four {24) hours or more landlord must pay
the reasonable expenses that tenant incurs because of relocation.

Winter Waivers

An owner may apply for a "winter waiver" for work on exterior defects during the period November 1 -
April 1 from the local housing authority or the Maryland Department of Housing and Community
Development. The postponed work must be done within thirty (30) days after the end of the waiver period.

Landlord’s Lrab.-.'.'ty/Quahf.-ed Offer

The law provides a detailed formula and definitions for determining the extent to which an owner's liability
is limited. With certain exceptions, an owner who is in compliance with the registration, notification, and
cleanup requirements is protected by payment caps under a Qualified Offer system. The caps are
currently $7,500.00 for uncovered medical expenses and $9,500.00 for rent and relocation costs.
Quallified Offers are triggered by an at-risk resident having an EBL of 25 jg/dl (micrograms per deciliter)
or greater. Qualified Offers must be made by the Property Owner (or Agent} within thirty (30) days of
notice of EBL. The tenant then has thirty days to accept or reject the offer.

Retaliatory Actions Prohibited
The owner of any dwelling units covered by this law may not evict or take any other retaliatory action
against a tenant "primarily" as a result of the tenant providing information to the landlord in accordance
with this law. Prohibited retaliatory actions include: ,

1. arbitrary refusal to renew a lease;

2. termination of tenancy;

3. arhitrary rent increase, or decrease in service to which a tenant is entitled, or;

4. any kind of constructive eviction or harassment.
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A tenant who was subjected to a retaliatory eviction or other prohibited action is eligible for relief and
reasonable attorney's fees and costs as provided in the State law prohibiting retaliatory actions by
landiords.

Lead Poisoning Prevention Commission

The law also establishes a broadly representative eighteen (18)-member Lead Poisoning Prevention
Commission. The Commission is responsible for studying and gathering information on economic,
medical, and other issues relating to the effectiveness of the Lead Poisoning Prevention Program,
including the need to expand the scope of the law to cover child care centers, family day care homes, and
preschool facilities. Each year, the Commission is to review the implementation of the Program and
submit a report to the Governor.

Community Outreach

The Maryland Department of the Environment has the responsibility of establishing community outreach
programs in areas of high lead risk, and, if necessary, assisting local governments to provide case
management services.

Units Exempted From State Law
¢ Rental units built after 1978
» Rental units owned or operated by Federal State or Local government or by a public, quasi-
public, or municipal corporation, provided the property is subject to standards that are at least as
strict as the standards established by this law.

¢ Rental units certified by a Maryland Department of the Environment accredited inspector to be
"lead-free."

* Rental units not considered permanent dwelling units (e.g. vacation homes).
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